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THE FBOGBESS OF STTBQEBT IN 1891. 



The past year has been characterized by that steady 
progress in the science and art of surgery, which has 
distinguished its predecessors since the beginning of 
the antiseptic era. The advance made has been 
rather in the direction of a perfection of our operative 
technique than in the invention of new methods of 
operation. At no time in the history of medicine 
has surgery occupied a position of such proud emi- 
neDce, and the distinction formerly made between 
medical and surgical diseases has been to a great 
extent obliterated, since the surgeon is now frequently 
consulted in cases whicli were formerly referred 
exclusively to the physician. No better illustration 
of this fact can be afforded than in the treatment of 
appendicitis. If we are to judge from the numer- 
ous discussions of this subject before the leading 
medical societies in this country and Europe, during 
the past year, the prejudice of physicians against 
surgical intervention in this disease is gradually 
yielding under the force of a clearer conception of the 
morbid process. The opinion is gradually gaining 
ground that the surgeon should be associated with the 
physician in the treatment of most cases of api>eii- 
dicitis. The diagnosis of this disease in its early 



stages is still a matter of difficulty, and the 
"McBurney Point," to which so much importance 
has been attached by some authors, has proven of no 
value. 

A large amount of successful work has been done 
in intestinal surgery during the year. The value 
of gastrostomy in averting the horrors of starvation 
in cases of cancer of the oesopliagus is now fully re- 
cognized, and important contributions on this subject 
have been made by Drs. Weir, Powers, and others. 
A possible improvemeut in the technique of operations 
for intestinal anastomosis appear to be the raw 
potato-plates proposed by Dr. Dawbarn as a substi- 
tute for Senn's plates and similar devices. German 
surgeons, have, to a great extent given up the use of 
apposition plates, and returned to the method of 
direct suture. To obviate the dangers of hemorrhage 
and faecal extravasation into the abdominal cavity in 
intestinal anastomosis and to reduce the time of 
operation, Dr. McGraw has devised a new method, 
which consists in uniting the opposing coils of 
intestine with several rows of elastic suture. He 
endeavors in this way to secure adhesion of the 
intestinal sui-faces before tlie ligature cuts through 
and establishes an oi)ening of communication. 

Notwithstanding the improvements in the techni- 
que of operations for the radical cure of hernia 
relapses are still frequent, as has been demonstrated 
by Dr. Bull in a careful statistical study. The most 
recent contribution to the operative treatment of 
hernia has been made by Mr. Lawson Tait, who in a 
paper read before the British Medical Association, 
recommended that in every variety of hernia, median 
abdominal section should be performed, the intestine 
drawn up from within, and the ring closed on the 
inside with silk worm gut sutures. 

The literature of operative procedures upon the 
brain and spinal cord, has been enriched by numerous 
records of brilliant and successful operations, many 
of which have been performed by American surgeons. 
' Thanks to the labors of the neurologist, our know- 
ledge of the symptomatology, pathology and topogra- 
phy of cerebral and spinal lesions, has been greatly 
improved, so that the surgeon has been enabled to 
operate more systematically and with a greater promise 
of success. In an interesting article recently published 
in the Journal of the American Medical Association, 
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Dr. E. Lanphear, of Kansas City, records twenty- three 
cases of brain surgery, with only two deaths, and 
expresses the .view that we have not awakened to the 
possibilities in operative surgery of the nervous 
system. Dilfferences of opinion still prevail as to the 
eflBoacy of surgical procedures in epilepsy, some 
authorities. Professor Agnew, for instance, regarding 
them of only temporary benefit, while others give a 
more encouraging prognosis. The value of surgical 
intervention in abscesses of the brain and intra-cranial 
hemorrhage has been demonstrated, beyond cavil, by 
the records of numerous successful cases. The oper. 
ation of craniectomy, for the cure of microcephalus, 
which was proposed by Lannelongue and modified 
by Prof. Wyeth, has been resorted to with success 
in a number of cases during the past year, and a 
number of successful extirpations of cerebral tumors 
have been reported. In the surgery of the spine, the 
putlook is very promising. Excellent results have 
been obtained in Pott's disease and fractures from 
resection of the vertebrae ; abscesses have been 
evacuated, and tumors removed. An ingenious pro- 
cedure for securing rest of the spine in cases of fract- 
ure and spondylitis by wiring the spinous and even the 
transverse processes has been originated by Dr. Hadra, 
and practised with success in one case. In view of 
the simplicity of the operation and its freedom from 
danger, it is certainly worthy of a careful trial. 

In gynsecological surgery the doctrine of conserva- 
tism as applied to the removal of the uterine adnexa 
is constantly gaining new advocates. While there is a 
general agreement as to the necessity of extirpating 
the tubes and ovaries when they have become irre- 
mediably diseased, there is a growing tendency to 
preserve these organs, if degeneration has not advanced 
too far, and to accomplish a cure by the breaking up 
of adhesions, partial resection of the tubes, and 
enucleation of cysts of the ovary. 

The treatment of aneurisms by the formation of 
white thrombi within the sac, which was originated 
by Macewen, has been employed with more or less 
success in a number of instances. This method con- 
sists in the introduction of aseptic pins into the 
aneurismal sac, which are moved over its inner sur- 
face and, by the irritation to which they give rise, 
induce coagulation. 

The value of surgical procedures in certain diseases 
of the liver and gall bladder is demonstrated by the 
increasing number of successful cases. To control 
the profuse hemorrhage which attends the excision 
of tumors of the liver, the elastic ligature has proved 
very efiicient. The observations of von Meister, who 
has recently repeated Ponfik's experiments, are not 
without surgical interest. His investigations on 
animals have shown that the liver tissues possess a 



marked capacity for regeneration. It was found 
that as much as three-quarters of the liver could be 
excised without causing death, and that complete 
regeneration had taken place within thirty-six days 
after the excision. 

In the surgical literature of the past year a 
number of cases have been recorded where calculi 
have been removed from the common bile duct and the 
opening successfully sutured, where a communication 
has been established between the common duct and 
the duodenum, or between the gall bladder and the 
intestine. In some instances the walls of the gall 
bladder have been found so friable that extirpation 
had to be performed in place of the contemplated 
formation of a biliary fistula. 

A promising field for surgical procedures are the 
respiratory organs. The case recently reported by 
Tuffier, in which the apex of a tuberculous lung was 
successfully excised, is a striking instance of the pro- 
gress made in pulmonary surgery. The incision and 
drainage of pulmonary abscesses and cavities has 
been employed with favorable results in a number of 
cases. 

Our list of antiseptics has been increased by two 
new drugs, aristol and europhen, which are recom- 
mended as substitutes for iodoform, and have proved 
their efficacy in various surgical affections. Owing to 
their freedom from disagreeable odor and poisonous 
properties, they bid fair to supplant iodoform in many 
conditions in which this drug is ordinarily employed. 

The year 1891 will ever be memorable in the 
annals of medicine, by reason of the unparalled 
efforts put forth by investigators in all parts of the 
world to combat that common foe of mankind, 
tuberculosis. Although Koch's discovery has proved 
a fiasco, it has at least served to point a moral, and 
physicians will not be as ready in the future to adopt 
remedies before they have become fuHy acquainted 
with their possibilities and dangers. Liebreich's 
treatment of tuberculosis by injections of canthari> 
dinate of potash has attracted but little attention 
outside of Germany. The method of treating sur- 
gical tuberculosis by injections of chloride of zinc, 
which was introduced by Lannelongue, has given 
some good results in the hands of its originator, but 
the time of observation is yet too short to permit of 
positive deductions regarding its value. 

In this brief sketch of surgical progress during 1891, 
it has been possible to chronicle only a few of the 
surgical achievements of the year. The American 
surgeon has every reason to feel proud of the brilliant 
work of his countrymen in the domain of surgery, 
and the day is not far off when his confreres in Europe 
will be compelled to recognize his prominence in this- 
branch of the healing art. 
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Orl^ipal /irtiel^s- 



THE NITBATE OF SILVEB TKBATMEITT OF 
EPIDIDYMITIS. 



Wm. S. Gottheil, M. D., New York. 

Lecturer on Dermatology, New York Polyclinic, Surgeon to 
the Claes of Diseaees of the Skin, North- Western Dispensary, 



Amt epididymitis is an unfortunate complication in 
the course of a gonorrhoea. It is unfortunate for 
the patient, apart from the suffering and confine- 
ment it occasions, from the fact that it necessarily 
interrupts the only rational, i, e., the local treatment 
of his urethral disease, for a varying time, and so 
prolongs his malady. And it is unfortunate for the 
doctor, inasmuch as he is almost certain to get 
blamed for its occurrence ; his injections, his sound- 
ings, or his local applications being the cause of the 
swollen testicle, in the patient's mind. He may be 
loth to believe this of his surgeon ; but it is so cer- 
tain to be suggested to him by sympathetic friends 
that he necessarily entertains it. Hence has arisen 
a widespread dread of all manner of local procedures 
in urethral gonorrhoea, in spite of the fact that it 
forms the sole standard treatment both in the 
acute and in the chronic stages. 

It is not my purpose, however, to discuss in this 
article the causes of epididymitis, interesting though 
that might be ; but rather to consider its treatment — 
and especially by the means which in my hands has 
given satisfactory results in a long series of cases. 

I need not insist, of course, upon the careful 
following out of the line of treatment of the testicle, 
which experience has shown to most often carry it 
unharmed through an attack of urethritis. A well 
fitting suspensory is a matter of necessity in every 
ciise of gonorrhoea. It should be put on in the 
morning before the patient gets out of bed, and not 
removed until he is in bed at night. The urine 
should be kept bland and non-irritating by the 
avoidance of all liquors, condiments, and foods that 
tend to render it otherwise, as well as by the use of 
alkalies and alkaline diuretics in doses of sufficient 
magnitude to render the secretion neutral or even 
alkaline. Finally strict sexual hygiene must be 
observed. But sometimes, from the patient's care- 
lessness in what he considers a trivial affection, and 
sometime, also, in spite of our most painstaking 
efforts, he begins to notice obscure recurring pains 
and aches located apparently deep down in the pelvis 
on one side, and usually referred by him to the 
intestine. A free defaecation, especially after the 
use of some purgative, relieves them for a time, but 



they return, and with increased severity. He is 
sensible of a dragging sensation in the testicle, and 
then of some swelling and tenderness behind and 
around it. An examination reveals a commencing 
epididymitis. 

Not always, however, does the patient consult his 
surgeon at so early a stage. Sensibility to pain varies 
so enormously that whilst one man will look pale and 
drawn and complain bitterly when examination 
reveals a hardly appreciable amount, of swelling of 
the epididymis, another will go about his usual work 
and not consult a physician while an epididymitis of 
much severer type runs its entire course. I well re- 
member a man of fifty years, a builder, who came 
to consult me during the first year of my practice. 
He was a large, stout man, and he said he was com- 
pelled to stand almost all day and to climb ladders, 
while supervising his workmen. The scrotum was 
a large tense bag — apparently filled with soft ma- 
terial. At the lower border it looked as if pus was 
pointing and about to break through the tissues ; 
and true enough, before I had time to get a re- 
ceptacle, the enormous abscess burst. Here was a 
man with an acute suppurative infiammation which 
had completely destroyed and disorganized the testi- 
cle and epididymis on one side, and who yet had 
continued to do laborious work day after day. 

The epididymitis once begun, its course may vary. 
In some cases the swelling is slight, and soon sub- 
sides under appropriate measures. In others, and 
the majority of cases, it goes on increasing for a 
week or more, then slowly begins to subside, and ends 
in resolution in from two to four weeks. In a very 
few of the worst cases, the process goes on to suppu- 
ration. 

In all cases the treatment I have pursued is as 
follows : 

1. Rest, — This must be absolute — even urination 
and defeecation being performed with the help of 
the bed pan. The patient often fails to appreciate 
this fact, and, especially in the mild cases, often 
construes it as meaning the lying dressed on a sofa 
or in an arm chair, with occasional walking around 
or even going up and down stairs. Such rest, of 
course, is of little benefit. I insist upon absolute 
quiescence. 

But not only must the body and the inflamed 
organs be put in splints as it were ; the urethra 
must be given thorough rest also. As is well known, 
the discharge usually stops when the swelling of 
the testicle comes on, to reappear when it subsides. 
Whether this occurs or not, all injections, or use of 
instruments, must be immediately discontinued. 
Tlie patient will not like to leave his clap untreated, 
especially if it continues to discharge ; but you will 
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do him more harm than good if you attempt to treat 
the urethral disease while the epididymis is actively 
inflamed. 

The urine must be kept bland, so that its periodi- 
cal discharge shall not irritate and further inflame 
the urethra. This is to be accomplished by the free 
use of Vichy or Seltzer water, alone or with milk, 
by large doses of the acetate or citrate of potash, or 
even if necessary by large doses of bicarbonate of 
soda. If the pain on micturition persists the soda 
must be pushed until it ceases. I have given as 
much as four drachms daily ; feeling that the slight 
gastric disturbance, loss of appetite, etc., was more 
than counterbalanced by the removal of all source of 
irritation from the urinary tract. 

Finally, the testicle itself must be supported. A 
piece of broad roller bandage is fastened around the 
waist; a large silk handkerchief is folded into a 
triangular shape, and the testicle is slung in it ; the 
two acute angles being attached to the waist-band 
on either side, and the right angle corner being 
brought up in front over penis and scrotum, which 
are thus contained in the base and body of the 
triangle. 

2. Purgation, — This should be thorough and is 
very important. At the beginning of an attack it is 
well to start with a mercurial — say one grain of 
calomel hourly till ten have been taken, followed 
by a full dose of Rochelle salts, or, the Villacabras 
mineral water, if the bowels are not already moving 
freely. Throughout the time the patient is in bed 
this mild purgation should be kept up by daily doses 
of compound liquorice powder or a mineral water. 
It keeps the abdominal viscera empty, diminishes 
intra-pelvic pressure, and generally conduces to the 
comfort and well being of the patient. 

3. Local treatment, — From the very beginning of 
the inflammation the scrotal skin over the entire 
affected testicle, as well as the skin covering the 
spermatic cord of that side, and the corresponding 
hypogastric region of the abdomen, should be 
thoroughly painted three times daily with a solution 
of nitrate of silver in water, forty grains to the 
ounce. It should be allowed to dry on. After two 
or three applications the skin turns brown and a 
slight burning and stinging follows the application. 
The brown color deepens into, black, and soon the 
hardened epidermis begins to crack and scale off. 
As it peels a red sensitive epidermis is exposed. 
The painting is persisted in, and a considerable 
amount of burning and smarting is felt, which lasts 
perhaps fifteen minutes after the painting. But the 
patients are usually loud in their praise of the coun- 
ter-irritant, which markedly relieves the distressing 
pain and aohe which is so prominent a feature of the 



Under this simple treatment the pain soon disap- 
pears entirely, and then the swollen epididymis 
begins to lessen in size. Now is the time when it is 
especially difficult to keep the patient in bed ; and 
now is exactly the time when it is most important to 
do so. Getting up before the swelling has almost 
gone, protracts recovery and tends to cause relapses. 
The longer you can keep the patient in bed, the 
better will be your result, and the quicker your cure. 

We cannot, of course, await the entire subsidence 
of the swelling. That is a matter of weeks- — some- 
times of months; nay, I have felt the* hard and 
nodular tail of the epididymis distinctly enlarged 
two years after an attack. 

The only other treatment that is required is an 
occasional dose of bromide to quiet restlessness, and 
sometimes though rarely, some morphia to still the 
pain. 

After the epididymitis has subsided, the discharge 
usually reappears with virulence. The only treat- 
ment I employ for at least two weeks is the internal 
use of antacids and the balsams. I believe it to be 
dangerous to allow the patient to begin injecting 
immediately. Sounds, deep urethral injections, and 
endoscopic measures should never be employed 
until a full month after the epididymitis has run its 
course. 

25 West 63d Street. 



PEEQNANOY OOMPLIOATED BY PERIUTEEINE 
INFLAMMATOEY DEPOSITS. 



By Ralph Waldo, M.D., New Youk. 

Instructor in Oynascologi/, at the New York Post- Graduate 
Medical School. 



There was a time when I thought that inflamma- 
tory deposits in the neighborhood of the uterus, in 
most instances prevented impregnation, and if that 
was not the case, abortion would occur during the 
early months of pregnancy. 

Very little has been written on this subject, but I 
am convinced that this opinion is held by many 
physicians ; as it is not at all uncommon for pregnant 
women to tell me that they have had severe sickness 
following a confinement, and that their medical 
adviser has either told them that they would probably 
not again become impregnated, or if so, they would 
** miscarry." Still in many instances they have sub- 
sequently given birth to a number of children. 

In my own practice, I have had a number of patients 
with extensive peri-uterine inflammatory deposits, 
give birth to healthy children at term. Some of them 
have had repeated abortions at about the same month 
of pregnancy, and later have carried a child nine 
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montfasy as is the case in a history that is to follow, 
while others have carried children in spite of their 
disease without mishap. 

Before going farther I will say, that by the ex- 
pression " Peri-uterine Inflammatory Deposits/' I do 
not not limit the deposit to any one anatomical 
structure, as Virchow has limited the terms perime- 
tritis to inflammation of the peritoneum that covers 
the uterus and its surroundings^ and parametritis to 
inflammation of the connective tissue surrounding 
the uterus. 

With this introduction you are invited to listen to 
the narration of three histories that have been selected 
from a number, as typical of the course of pregnancy 
complioated by peri-uterine inflammatory deposits in 
three different localities. 

In February, 1887, I was called to see Mrs. K. She 
was twenty-four years old, had two children, both 
delivered with forceps ; eight months after the birth 
of her second child, she had a laceration of the cervix 
operated on, which did not unite ; forty-eight hours 
after the operation a peritonitis developed from 
which it was supposed that she could not recover; 
for three months she was confined to her bed. This 
was followed by three abortions; two at the third 
month and one at four and a half months of pregnancy. 
When I first saw her she was thought to be four and 
a half months gravid. From the beginning of preg- 
nancy there had been irregular hemorrhages accom- 
panied by pain, and for the last two months she had 
rarely been free from pain. She also stated that there 
was more or less hemorrhage nearly all of the time, 
occasionally it was very profuse and accompanied by 
pains similar to those of labor. 

I found a hysterical woman with slight hasmorrhage 
and severe pains, which was very slightly relieved by 
the free administration of morphine for forty-eight 
hours. Dr. E. H. Orandin kindly saw the patient 
with me, and it was thought that she could not go to 
term, and that the uterus had to be artificially 
emptied or her life would be lost. Chloroform was 
given followed by ether. The cervix was dilated suf- 
ficiently to admit three fingers ; but on account of 
a dense deposit of new formed tissue about it, in spite 
of an extensive laceration, it was impossible to further 
comidete the dilatation. It was thought unadvisable 
to nick the cervix, and for that reason a foetus in the 
fifth month was broken up with the fingers and 
delivered piecemeal. The patient made a good re- 
covery, but a few months later had another abortion 
and in about a year again became impregnated ; but 
this time succeeded in carrying her child to full term. 

In this case the inflammatory deposits were exten- 
sive, but they were much more marked about the 
lower part of the uterus than anywhere else. 



January 15, 1889, I was consulted by Mrs. W, who 
stated that she was twenty-three years of age, had 
been married four years, and aborted from an injury 
at the second month of pregnancy three months after 
her marriage, being conflned to her bed three 
months. Since then she has never been well, has had 
a number of attacks of peritonitis, at least two of 
which were undoubtedly very severe, as her attending 
physicians thought that she could not recover. 

On making an examination I found prolapse of both 
ovaries ; double salpingitis, I imagine interatitial in 
variety ; a considerable deposit of new formed tissue 
at both sides of the uterus ; and a uterus that was 
held very firmly in a retroflexed position by adhesions 
that were apparently attached to the whole posterior 
aspect of the fundus. This patient is still in my care ; 
but has not had another attack of acute peritonitis. 
Since she has been under my observation she thinks 
that she has been impregnated twice, but has each 
time aborted during the second month. As she lives 
out of the city I have not been able to positively 
verify this statement. I do not believe that this 
woman will be able to carry a child to full term 
before the adhesions that firmly hold her uterus re- 
troflexed and envelope the fundus are broken up by 
a surgical operation, or are to a great extent absorbed. 
By this statement I do not wish to convey the idea 
that I advocate surgical interference in this class of 
cases, excepting after all other simpler means have 
been thoroughly tried and failed. 

February 2, 1889, Mrs. R, came to my office. She 
stated that she was twenty-two years of age and had 
never been pregnant. There was severe dysmenorr- 
hoea, with considerable pain in the back and sides 
during the entire time. She was very anasmic, which 
was largely due to the fact that she was obliged to 
sew by hand from ten to twelve hours a day in a 
poorly ventilated apartment. On examination I 
found an anteflexion, also quite marked thickening 
and tenderness at both sides of the uterus. She was 
treated palliatively for about three months with very 
little benefit, excepting partial relief of the dysmenorr- 
hoaa. I was asked if I thought that she could become 
impregnated, and as there undoubtedly was a double 
salpingitis, also quite extensive subacute peritonitis 
with a large amount of new formed tissue at both 
sides of the uterus, my prognosis was unfavorable. 
Last spring I was surprised,when told by the physician 
who sent her to me, that she had given birth to a 
healthy child. 

This patient had extensive inflammatory deposits 
about her uterus, but the fundus was not fixed, and as 
far as we could tell was not enveloped by new formed 
tissue. 

In looking over the histories of patients with in- 
flammatory deposits about their uteri, I am led to 
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the conclusion, that while it is impossible for some of 
them to again become impregnated, many will. 
Some carry their children as though nothing had 
happened, others will abort a few times and then 
give birth to a child at term ; while a third class will 
continue to abort, throughout the child-bearing 
period. In carefully searching my histories for a 
cause for this, I found that patients with inflamma- 
tory deposits about their uteri who aborted habitu- 
ally, in nearly every instance, had their fundus bdund 
down by adhesions, and the more it was fixed the 
more persistent were the abortions. 

In conclusion I will say that I have purposely 
omitted to mention a long list of symptoms that are 
either of reflex origin, or are due to pressure or ob- 
struction produced by inflammatory deposits in the 
neighborhood of the gravid uterus ; and have called 
your attention to what I consider to be, in a large 
majority of cases, the nsost serious result, namely, 
'^abortion.*' I believe it of paramount importance 
to ascertain the extent to which the body of the 
uterus is fixed before making a prognosis. For if the 
body of the uterus is held in a fixed position, especi- 
cially if it is retroflexed, I am of the opinion that 
abortion will invariably result as long as the condition 
remains ; while, on the other hand, there may be ex- 
tensive deposits and adhesions about the lower part of 
the uterus, which may obstruct the passage of a child, 
and still in a large percentage of cases will not cause 
the uterus to prematurely empty itself. 

72 W. 45th Street 
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Intraperitoneal Hemorrhages.— Dr. Veit ( Volk- 
mann's Samml. Klin. Yortr.) discusses the quesiion, 
why in some cases these hemorrhages are arrested 
spontaneously, while in others this does not happen, 
and death ensues. The most frequent cause of intra- 
peritoneal hemorrhage is ruptured tubal pregnancy. 
The author's experience demonstrates that coagula- 
tion of blood takes place in the abdominal cavity, 
but more slowly than in other parts of the body. 
The action of pressure in arresting the bleeding can- 
not be relied upon, owing to the absence of counter- 
pressure in the abdominal cavity. The conditions 
for effective contraction of the vessels are also wanting 
in tubal pregnancy. It follows, therfore, that unless 
adhesions exsist which limit the effusion of blood and 
lead to formation of an haematocle, the hemorrhage 
will not be spontaneously arrested. If it takes place 
in a previously healthy abdominal cavity, the case 
usually terminates fatally. In laparotomies for intra- 
peritoneal hemorrhage, elevation of the pelvis is of 
great advantage for controlling the hemorrhage ; 
ligation of the bleeding vessels, as well as the uterine 
and spermatic arteries is also required. 



By Thomas H. Manley, M. D., 
Visiting Surgeon to the Harlem Hospital, etc. 



The first patient which I will operate upon this 
afternoon, is a colored woman, thirty-nine years of 
age. She was married at the age of eighteen years 
and has had three children. She enjoyed fairly good 
health up to five years ago, when she began to have 
certain irregularities at the menstrual period, charac- 
terized by pain in the back and sides ; and after a 
time, her menses became intermittent and abundant 
in character. In fact, she was suffering from a 
species of metrorrhagia of a very exhausting nature. 

Simultaneously with this, her general health be- 
gan to deteriorate ; she lost in flesh and strength, 
and was compelled to give up her place as chamber- 
maid in a hotel. 

About this time she was admitted into one of the 
City hospitals for operation, with the view of remov- 
ing neoplastic formations in connection with the 
broad ligaments of the uterus. In other words, she 
was suffering from uterine fibroids, which, as you 
know, though somewhat of rare occurrence with the 
white race, are quite common in the negro. After 
she was admitted to the hospital, an operation was 
performed on her with a view to removing these 
fibroids through an abdominal incision. She made 
a good recovery from the operation, but though 
scarcely three months had elapsed after she returned 
to her former place, she noticed a small pouch pre- 
senting itself between the pubes and umbilicus, a 
little to the left of the median line. At first, this, 
was non-sensitive and not painful, and could be easily 
reduced, but as time advanced, it grew larger and 
larger, and after a while assumed such proportions 
that it could be only in part returned to the cavity 
of the abdomen. She says that for two years it 
has been of its present volume, and that once a 
month she has attacks of vomiting, with persistent 
constipation, accompanied with considerable tympa- 
nites and pain which is diffused over the entire 
abdomen. In other words, she suffers from periodi- 
cal strangulation of the incarcerated mass, which 
lies outside the abdominal cavity. 

On going to bed, making warm applications over 
the abdomen and drinking hot liquids, after a few 
hours time, the pain subsides, the vomiting ceases, 
and the flatulence passes away. She then eats as 
usual and is comfortable for another spell. 
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In connection with this, it may be well to state, 
that from her present condition, it is quite evident 
that whatever operation was contemplated or com- 
pleted at the time she was nnder active surgical care, 
that the uterine appendages were only in part, if at 
all, enucleated. The operator, after he had opened 
tlie abdominal cavity, mighfc have possibly found the 
ovaries so embedded and fused by old fibrous ad- 
hesive inflammation with adjacent organs, that their 
removal was deemed impossible. There is no ques- 
tion but this woman has fibroids, judging from the 
evidence which is furnished by examination under 
ether ; but as to whether they are submucous, inter- 
stitial or subserous, is as yet a matter of doubt ; our 
efforts at defining the exact character of these neo- 
plasms being frustrated through the presence of a 
very thick abdominal wall of fat. I wish to say, 
that I consider this a very unfavorable case for opera- 
tion, as the patient has suffered a great reduction of 
strength and sleeps but very poorly. Furthermore, 
I fear the immediate consequences of shock in con- 
nection with the necessary exposure of so large a 
mass of omental and intestinal structures. It is 
besides well known to surgeons, that the return in 
long standing cases of large hernial extrusions like 
this into the abdominal cavity, and their retention 
within it, is not without danger to the respiratory 
organs, owing to the oedematous condition of the 
-lungs which it may excite by interfering with the 
pulmonary circulation and free action of the dia- 
phragm. 

Dr. Manley then proceeded to operate, by dividing 
the integument in a vertical direction over the large 
oval mass ; then he gradually detached the integu- 
ment from the subcutaneous cellular membrane on 
either side, until the neck of the hernia was found. 
He said he took this precaution, because he expected 
to encounter no serous sac, proper to the hernia, and 
hence when he divided the cellular membrane he 
would come iu immediate contact with the intestines. 
He desired particularly, when he had reached that 
stage, that the various steps of the operation might 
be completed as hastily as possible. The cellular 
membrane was then divided, and a large amount of 
protruding omentum and intestine was found to 
occupy its interior. The omental tissues were found 
intimately adherent to the adipose tissue of the ab- 
dominal walls ; so much so that their separation was 
attended with very considerable diflQculty and a free 
hemorrhage. After having freed the omental extra-' 
sion, the annular opening through which the mass 
had come out was divided along the inner margin of 
its upper portion, in order to so increase its width 
that the extrusion might be readily restored within 



the peritoneal cavity. The fascia transversalis and 
the internal aponeurotic sheath of the recti muscle 
on either side, were sewn togetlier with strong silkl 
sutures, after which the recti muscles were approxi- 
mated in a similar way. 

The operator then said that, inasmuch as his in- 
cision had necessarily brought him into the region 
of the pelvis, and as could be readily seen, a large 
mass of uterine fibroids • projected into the lower 
angle of the wound, he would remove those which 
were within reach by a process of decortication ; 
that is, by passing a scalpel through the serous coat 
which enclosed them ; then introducing the index 
finger, and freeing the nodular fibroid from its con- 
nections and shelling it out through the incision. 
In this way, he removed six fibroids varying in size 
from a hen's egg to a large marble, their enuclea- 
tion being attended with but slight hemorrhage. 
The remainder of the abdominal wound was closed in 
the usual way. The patient rallied well from the 
ether and prepented every prospect of recovery, until 
the second day when a violent vomiting spell set in. 
She had no fever, but there was great bodily weak- 
ness, attended with a very quick, small feeble pulse. 
Nutrient enemata were administered and sufficient 
morphia given to secure relief from pain, as she suf- 
fered considerably in the region of the old hernia. 
On the fifth day she showed signs of collapse early 
in the morning, and died at five oclock that evening. 

A post-mortem examination was made twenty-four 
hours after death. There was no inflammation of 
the peritoneum, nor hemorrhage into the peritoneal 
cavity, but a strangulation of the intestines was pres- 
ent. Owing to the violent vomiting and the in- 
creasei intra-abdominal pressure following the opera- 
tion, the sutures which included the peritoneum 
had given way, and a coil of intestine, about nine 
inches in length, had been forced through the edges 
of the recti muscles, and had there become strangu- 
lated. It was a case in which if the true condition 
of affairs been appreciated, the wound reopened and 
this mass returned, provided the intra-abdominal 
pressure could have been sustained, the woman^s life 
might have, in all probability, been saved. 

The second patient I will show you is a woman, 
forty-three years of age, who has a deformity of the 
right lower extremity, the result of a fracture. Six 
months ago she sustained a fracture in the upper 
third of the femur by falling on a public highway. 
This was adjusted in the usual manner ; that is, she 
was placed in bed, the displaced fragments restored, 
so that their ends approximated as closely as possible, 
a Bucks' extension apparatus was applied, and a 
weight from the leg and heel in the direction of the 
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body maintained uninterruptedly during the whole 
course of treatment. She remained in bed for seven 
weeks altogether. 

Now, I wish to call your attention in particular 
to a condition which so frequently happens, and at 
times cannot be obviated, as is well illustrated in 
this case before us. You will notice that this limb 
has wasted, that it has lost its mobility, that the 
ankle, knee and hip joints are anchylosed in varying 
degrees, and that there seems to be a marked dispro- 
portion in volume between the shafts of the bones and 
the joints. This is attributable to a wasting of the 
muscles and an OBdematous condition of the structures 
in the vicinity of the articulations. There is about 
two inches of shortening in the affected leg. You 
will notice a well marked angular deflection at the 
seat of fracture, which will partly account for the 
disproportion between the length of the limbs. As 
I attempt motion in the articulations of the affected 
limb, so much pain is elicited that the patient cries 
out and tells us she cannot endure it. Now the 
question arises, what is the proper course to pursue 
in this case ? Shall we make a section through the 
integument and do an osteotomy on the femur, with 
a view to overcoming this angular deformity ? If we 
can make an aseptic operation and no inflammatory 
local reaction follows, it would seem a very simple 
affair to cut down, fracture the bone with an 
osteotome, wire its ends together and close up the 
wound. But, it must be borne in mind in this con- 
nection — and this is a fact important to remember — 
that, any sort of operative interference with the 
cancellous or medullary tissues of the shaft of a long 
bone, particularly the femur, may be, and often is, 
attended with most disastrous consequences to the 
patient, as a result of the mechanical irritation and 
the singular intolerance of the medullary tissues to 
mechanical irritation. As a rule, violent local and 
inflammatory reaction develops, and an amputation 
or resection may be, and frequently is, rendered 
necessary. Hence, unless the circumstances are 
peculiar, and the necessity for operative interference 
very great in these cases of deflection resulting from 
treatment of fractured femora, an osteotomy can 
scarcely be regarded as a justifiable procedure. 
Now, what species of anchylosis is our patient suf- 
fering from ? Is it osseous, arthritic, or muscular ? 
There is no evidence of effusion or osseous changes 
within the synovial capsules of any one of the three 
joints ; neither does there appear to be sufficient in- 
flammatory changes about the ligaments and tendons 
at the articulations, to have occasioned such marked 
limitation of motion in the joints On the other 
hand, by careful inspection and tracing of the 
principal muscles of the thigh and leg, it is evid^'^ t 



from their hard contractured feeling, that the 
muscular tissue sheaths have become fused together, 
a condition which results in functional impairment. 

Our efforts will be directed with the view of over- 
coming these adhesions by gradually applied force ; 
and it is important always in these cases of anchylo- 
sis to exercise extreme care in the application of 
force; for not only in consequence of protracted 
fixation or immobilization of the limb have there 
been degenerative changes in the soft parts, but the 
bones themselves have parted with more or less of 
their elasticity and become brittle and easily fracture 
on the application of even moderate force. Accord- 
ingly, in overcoming the rigidity which restrains 
motion, extreme caution must be observed, that we 
do no injury to the osseous structures themselves. 

The patient having been ansBsthetized, the leg 
was grasped and used as a lever, gradual and steady 
pressure being made in a downward direction, and 
the muscular anchylosis so far overcome that the leg 
could be readily placed at right angles to a straight 
position. A free full swing was then given to the 
extremity. 

The operator said that was all he proposed doing 
for the present. He would now put the leg up in a 
splint, apply cold application over the j.oint, with 
the view of reducing any^ inflammatory reaction 
likely to follow. In the meantime^ he would keep 
up gradual passive motion and massage from day to 
day, so as to prevent a recurrence of the stiffening. 
Should these procedures result in full recovery of 
the functional use of the knee, then stiffening at the 
hip and ankle would be dealt with in like manner. 



FJEOAL FISTULA FEOM UMBIUOAL HEENIA- 

PTOSALPnrX-STJB-HEPATIO AND EEOTAL 

ABS0E88 OF FEBITTPHLITIO OBIGIN. 



By E. F. Weir, M. D. 

Professor of Clinical Surgery at the CoUege of Physicians and 
Surgeons, New York ; Visiting Surgeon to the 
New York Hospital, etc. 



Gentlemek : — I wish to show you to-day a case 
that will prove to you of some interest. The patient 
is a man, fifty years of age, who entered the hospital 
suffering from an old umbilical hernia^ which had 
become strangulated a few months since. I had in 
this case to deal with an intestinal fistula which had 
resulted, and which required special treatment. 

On cutting down on the hernia I found the intes- 
tines all matted together. I got rid of the adhe- 
sions, restored the intestines into the abdominal 
cavity, sewed up the fistula with two rows of Lem- 
bert's sutures, and subsequently closed the large 
umbilical opening. Though it is rather early to 
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state whether the umbilical hernia is cured, I know I 
have cured liim of his intestinal fistula, and have put 
him into such a condition that, if there be any ten- 
dency to a return of the hernia, a proper truss will 
supply the defect. 

The next patient that I show you is a woman 
thirty-five years of age, and some of you may re- 
member the operation that was done upon her, 
because of certain peculiarities associated with it. 
She was operated upon for laceration of the cervix 
last summer, which was followed by a certain amount 
of inflammatory action, producing a very fetid dis- 
charge from the vagina accompanied with air. 
There was also a considerable amount of inflamma- 
tory swelling about the uterus, and it was thought 
we had to deal with a case of salpingitis. When she 
was put under ether, examination showed more 
trouble on the right side than on the left. I cut 
down in the median line of the abdomen and came 
upon an abscess situated in the broad ligament. As 
enucleation was not to be entertained, I punctured 
the abscess and a most fetid discharge, mixed with 
air, came forth from the cavity. I could not bring 
the walls of the abscess cavity up to the edges of the 
abdominal wound. I was now brought face to face 
with a condition of affairs that is generally found 
very trying. I had a very fetid discharging cavity 
opening up into the peritoneal cavity, which I could 
only hope to drain by inserting a drainage tube into 
the abscess ; and by putting iodoform gauze around 
the tube, I might save the peritoneum from the 
risk of infection. I had so far been able to avoid 
anything like infecting the peritoneal cavity, so I 
stitched up the little wound I made into the abscess 
which shut it entirely off. I then put in a large 
drainage tube and packed it around with iodoform 
gauze. Twenty-four hours later the stitch was 
removed and the original puncture into the abscess 
was enlarged ; the cavity washed thoroughly out and 
a good sized drainage tube inserted. The patient 
has done very well, and this I consider a good result 
Irom a very unpromising case. 

The next case is one which will present some 
more points of interest to you. This boy was 
brought into the hospital late one afternoon from 
the out-door clinic with the symptoms of appendicitis 
of one week's duration. He had a temperature of 
102*^ F., but there was no vomiting and no distinct 
tumor could be made out. There was greater re- 
sistance on palpation on the right side of the ab- 
domen than on the left, and great tenderness along 
the course of the rectus muscle ; but no distinct 
tumor could be made out. This was due, it was 
afterward learned, to the presence of a large amount 
of gas in the abscess. 



The boy was placed under ether, and an incision 
was made in the usual position. A gush of air, not 
very fetid in character, and a great deal of pus came 
out as I went through the parietal peritoneum. I 
supposed I had opened into a perityphlitic abscess, 
which had had communication with the caecum 
through a still patent appendix, and the gas came 
out through that. As I made an exploration in the 
upper portion of the abscess I discovered a track 
leading upwards into another abscess. Through this 
I passed my finger, and then a curved scissors, and 
ran it up further than my finger, enlarging the 
opening in this way. This brought me into an ab- 
scess cavity, which extended from the liver downward. 
These hepatio abscesses underneath the liver are not 
so very uncommon, as one might suppose. I put in 
a drainage tube, and drained posteriorly by a separate 
incision the immense cavity which contained some 
six or eight ounces of pus. We had in this case two 
abscesses, one communicating with the other. 

At the termination of the operation I carried out a 
rule proper in such cases. A number of cases have 
been recorded where these abscesses have opened or 
projected into the rectum, and as I put my finger 
into the rectum to a distance of about three inches 
from the anus, I found a projecting mass which oc- 
cupied fully two-thirds of the lumen of the gut. I 
introduced a needle and subsequently a knife into 
this mass, after stretching the sphincter, with- 
drew considerable pus, and washed out the cavity 
with boiled water. I put a drainage tube into this 
cavity and packed around it iodoform gauze, so that 
no faeces could come down. This was kept in for a 
period of three or four days and then withdrawn. 
The boy is, as you see, now in good condition. 



The Operative Treatment of Irreducible 
Luxations of the Thumb. — Dr. Montez states 
that the operative treatment of this trouble has 
attracted but little attention, and some authorities 
have condemned surgical interference. Dr. Montez, 
however, thinks that these patients should enjoy the 
benefits of antiseptic surgery, for the sake of improv- 
ing the appearance of the thumb, even when its 
functions are not much interfered with. As regards 
the methods of operation, arthrotomy is not of itself 
sufficient to effect reduction, and section of the lateral 
and capsular ligaments has proved of, no service. 
Resection alone is of value. The incision should be 
anterior and made over the head of the metacarpal 
bone; the periosteum and capsular sheath are detached, 
and the head of the bone excised. If the patient is 
young the periosteum should be abraded to avoid 
periosteal proliferations and ankylosis.— 2/a Tribune 
Medicale. 
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STEIOTIIEE OF TEE UBETHEA AND ITS TEEATMENT- 



By L. Bolton Bangs, M.D., 

Surgeon to Bt, Luke^s and G?iarity. ffospUais, 



It may not be necessary to give a definition of the 
the pathological condition called stricture of the 
urethra ; but, in order that, in speaking of treatment, 
I may be clearly understood, and that, in using the 
word stricture, my meaning may not be misappre- 
hended, I would like to define stricture of the urethra 
as any unnatural narrowing of the urethra in any 
part of its whole length. At various times attempts 
have been made to demonstrate the normal urethra 
as a *' closed valvular chink," with certain natural 
or physiological widenings and narrowings in differ- 
ent parts of it. It seems to me that the canal should 
be looked upon as a living organ, supplied with 
muscles and nerves for the two physiological purposes 
of taking away from the body the urine, and of eject- 
ing the seminal fiuid. Anything in the canal, there- 
fore, that will interfere with the proper performance 
of these duties, or that irritates the nerve-relations, 
disturbs the harmony of the organ and must be 
regarded as pathological or unnatural. Whether it 
be deformity resulting from imperfect pre-natal 
development or the result of post-natal disease, it 
occupies the same place in relation to the natural 
conditions of the organ. It is, then manifest that to 
arrive at a clear conception of an obstructed urethra 
its normal state must be appreciated, and, therefore, 
each urethra must be studied by itself. 

When a large number of urethras are examined and 
compared with each other, it will be found that they 
all present one characteristic, not only in adults but 
also in infants, namely, that the portion described by 
anatomists as the bulbous portion is the largest in 
caliber, or, in other words, capable of the greatest 
degree of physiological distention. What the precise 
object of this is I am not prepared to state, but it 
undoubtedly has some physiological purpose in re- 
lation to the function of the urethra. From its 
position, shape, and muscular contractility it has 
seemed to me that it serves as a sort of machine for 
duplicating or reinforcing the action of the bladder 
and posterior urethra in ejecting the normal fluids. 
It is evidently not to be regarded as determining the 
caliber of the spongy portion of the urethra, for 
It narrows gradually (though in some individuals 
suddenly) to the commencement of the spongy por- 
tion, which is the barrel part, so to speak, and its 
size is the caliber of that urethra. Although efforts 
have been made to describe narrowings of the urethra 



in its penile portion as natural contractions, and 
therefore not strictures, because they are frequently 
found at or near the same point, from a careful study 
of a great many urethras I am compelled to conclude 
that when present these narrowings are actually, 
practically, strictures in the sense in which the term 
is defined. In this I am confirmed by the result of 
treatment. Moreover, these narrowings are not 
found in every individual, nor in enough persons to 
form a rule. Over and over again I have examined 
urethras that presented no narrowing of the slightest 
degree after the urethrometer had left the bulbous 
urethra and the normal physiological distensibility of 
of the penile urethra had been determined. For 
example, we will suppose that the index of the 
urethrometer in the bulbous urethra points to the 
figures forty. At this number the instrument is with- 
drawn, say from an inch to an inch and a half, 
gradually being turned downward till the hand on 
the dial-plate indicates 32 Fr., when it is withdrawn 
smoothly, easily, and painlessly until it reaches the 
meatus, where we will say, for example, it is neces- 
sary to turn it down to 30, 28, 26 or 24, as the case 
may be. This urethra, then, I would regard as a 
normal one, provided, of course, that the posterior 
urethra was also found to be free from stricture. On 
the other hand, I have examined large numbers of 
patients, and have found a narrowing of varying de- 
gree in the situation claimed to be normal, say at a 
point two and a half or three inches from the meatus ; 
having incised this band I have observed the symp- 
toms to disappear, or have been enabled to cure a 
persistent gleet that, prior to the operation, had 
resisted all forms of treatment. Was this band nor- 
mal or abnormal ? I regard it as abnormal, and 
to be classed among strictures of large caliber. 

Since the vigorous enunciations of Dr. Otis I think 
there is no difference of opinion in the minds of most 
genito-urinary surgeons that there is a class of strict- 
ures, chiefly to be found in the penile urethra, known 
as strictures of large caliber — that is to say, varying 
in size from 18 Fr. and upward, anything below that 
being classified as strictures of small caliber ; and the 
latter may, of course, vary from the size named down 
to filiform, or even impassable strictures. Under 
some conditions of vigorous contractile quality, or 
under some condition of urethral irritation, strictures 
of large caliber may become of small caliber, and 
hence it is important that they should be recognized ; 
but the majority of them rarely show a tendency to 
much contraction. When they give rise to symptoms, 
these are usually indicative of an irritant either to 
the mucous membrane, producing and maintaining 
catarrh ; or to the nerves, producing various symp- 
toms, direct or indirect. 
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Of course, many with Strioturefl of large caliber 
may go to their graves without ever developing any 
symptom requiring treatment ; and converselv, there 
may be men with symptoms of stricture of large 
caliber, who may have those symptoms relieved by 
other means than by operating upon the stricture. 
But by what factors is the immunity of the latter 
happy individuals to be determmed ? I know of no 
other answer than by good judgment that comes from 
large experience and careful examination of each case. 
Not only must the normal size of the urethra and the 
relative degree of contraction be determined, together 
with the effect of the latter upon the function of the 
urethra and bladder, but the pathological status of 
the mucous membrane must be ascertained by ocular 
inspection. 

How important then that all fixed, arbitrary stand- 
ards should be discarded, and that each urethra should 
be considered and studied by itself. I, therefore 
reaffirm my belief in the proportionate relation of the 
human urethra to the size of the penis in* which it is 
contained, and of the necessity that only by i ecogniz- 
ing this principle formulated by Dr. Otis can we 
determine how to give radical and humane treatment 
for an infirmity that concerns so many. 

The degree to which a stricture will ultimately 
obstruct the urethra or interfere with its function is 
determined not merely by the amount of cicatricial 
cantractile deposit caused by the original urethritis, 
but by the degree in which this deposit acts as an 
irritant to the urethral tissues. This may be learned, 
I think, by observation and by the results of treat- 
ment. By bearing it in mind we are enabled to make 
a stronger argument in favor of that means of inter- 
vention which, while it aims to relieve or cure the 
stricture, will irritate the fabric of the urethra in the 
least degree. For instance, I have seen within the 
urethra a nodule as large and as abruptly defined as a 
hazelnut, that had persisted for nearly two years, 
notwithstanding electrolysis and gradual dilatation, 
but which was entirely relieved and finally disappeared 
absolutely after one incision by internal urethrotomy. 
The deduction seems to me to be plain that the 
stricture began and the treatment itself kept up a 
sort of chronic inflammation that maintained and 
augmented the size of this nodule. After thorough 
division of the stricture, and maintenance of the 
separation of its sundered extremities, the functions 
of the urethra were performed easily, less nutriment 
^as required by the tissues, and the abnormal growth 



The part of the surgeon is not only to divide the 
strictures, but so far as possible to restore the healthy 
function of the organs. My convictions in regard to 
treatment may be briefly stated. 



As a witness of the effects of divulsion, in regard 
to which considerable has of late been written, I 
cannot but withhold my belief in its advantages. 
The effect of the operation is an unknown quantity. 
The operator does not exactly know what he is doingw. 
The effect of the instrument is distributed more or 
less beyond the strictured areas, and the resulting 
cicatrix is an irregular and oftentimes violently con- 
tracting one. It is non-surgical, non-scientific. 

Electrolysis may be dismissed in a few worda.. 
When a current is used of sufficient strength to hav^ 
any effect upon the tissues at all it acts as an irritant^ 
produces inflammatory deposits, and the subsequent- 
condition of the patient is worse than the first. 1 
have had numerous patients coming to me with, 
nodular strictures, who had submitted to operationef 
by the disciples of electrolysis, and the strictures were 
exceedingly difficult of treatment. 

Gradual dilatation is sufficient for soft, non-fibrou5 
strictures of the posterior urethra and of those of. 
similar pathological structure in the bulbous urethra:. 
It is also sufficient in some of the soft, not well' 
organized strictures in the penile urethra that are 
practically but simple adhesions (?) of the surfaces 
of the mucous membranes; but for the organized, 
strictures I believe that some form of urethrotomy ia; 
preferable. 

For all strictures of large caliber requiring infer- 
ference I advocate treatment by internal urethrot- 
omy and thorough division, with as little cutting as 
possible, by means of an instrumeut that fixes and 
makes tense the stricture-tissue. The subject of 
strictures of small caliber demands closer differentia- 
tion. For simple, uncomplicated strictures, internal 
urethrotomy as already described is the remedy. If^ 
however, the stricture is complicated by fistulse,. 
either in the penile urethra or in the perineum, or if 
there be indurated cicatricial deposits posterior to 
four and a half inches, I would advocate external 
perineal urethrotomy in conjunction with internal 
urethrotomy. The former serves more than one 
purpose. It enables us to divide all stricture-tissue 
thoroughly and fearlessly, with a definite object in 
view, and enables us at the same time to abrogate the 
functions of the diseased urethra by draining away 
the urine, drop by drop, without any effort on the 
part of the urethra or perineal muscles. Thus phy. 
Biological rest to the whole region is obtained as: 
certainly as we obtain physiological rest for a broken 
limb when we put it on a splint. The process of 
healing is rendered a continuous and uninterrupted 
physiological one, without at any time becoming an 
inflammatory or disease process. Even in cases that 
have enormous, hypertrophic, indurated masses in 
the perineum, scrotum, and neighboring tissues — 
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masses that are the reealt of tight or filiform strict- 
ures in the bulbous or membranous urethra — the 
effect of this drainage will be seen in the softening 
and gradual disappearance of these hypertrophies^ 
sometimes before the perineal wound has begun to 
heal. 

It seems to me that this principle of external and 
internal urethrotomy, combined with prolonged 
perineal drainage, holds good even in cases in which 
there are evidences of commencing renal degeneration. 
The result of my experience is that, when I have 
been obliged to take the responsibility of operating 
upon patients with tight strictures of the urethra, 
whose kidneys were in a condition of degeneration, 
these organs have been immediately relieved of a 
certain amount of "back-pressure,'^ so to speak. 
They have resumed their function, as manifested by 
the diminution of albumin, the disappearance of casts, 
and by the improved general well-being of the pa- 
tient. Nor do I think that the life of the patient has 
been in the least degree jeopardized by the procedure 
indicated. On the contrary, patients whose existence 
would have been placed in peril by the slower process 
of gradual dilatation, have from the commencement 
of the perineal drainage shown evidences of rapid 
recuperation of health. The condition of the patient 
under these circumstances is certainly rendered 
perilous by the delay that of necessity is associated 
with the slower method. The danger is in the con- 
dition of the patient antecedent to the operation, or 
in the conditions that necessitate its performance, not 
in the operation itself. — Medical NewB^ Dec. 12, 1891. 



THE TKEATMEHT 01 BTJPTUEE OF THE BLADDEE. 



By a. J. Oabot, M. D. 
Surgeon to t7u MassachmetU General HoepUtU, 



In an instructive paper read before the American 
Association of Andrology and Syphilography, the 
Author concludes as follows: 

(1) When an intra-peritoneal rupture is made out^ 
an immediate laparotomy, with suture of the bladder 
wound and subsequent drainage of the bladder should 
be done. 

(2) When a reasonable doubt exists as to whether 
the rupture is intra-peritoneal or not, an immediate 
laparotomy should be done. 

(3) If an extra-peritoneal rupture is made out, and 
uncertainty exists as to the direction in which the 
urine is extravasated, a laparotomy should be done 
for exploration to ascertain how the drainage may 
best be placed. 

(4) In the case of fracture of the pubes with evi- 
dence that urine is extravasated in the prevesical 



space, an incision should be made in the suprapubic 
region, a tube should be carried to the bottom of the 
effusion, and a median or lateral lithotomy should be 
done for drainage of the bladder. 

Exception. Occasionally, in cases of severe injury 
with much shock, when a long operation could not 
be borne, a median lithotomy may be hastily done for 
drainage, and the opportunity may be taken for ex- 
ploration of the position of the rent, to serve as a 
guide for further interference in case the patient ral- 
lies sufficiently. 

In short, a laparotomy sl^ould be done in all cases 
of bladder rupture except those that come under Rule 
4, or those of such severity that they cannot bear 
more than the median operation. 

These rules designed for the furtherance of early 
operations are only intended to apply to cases seen in 
the early stages. After the first few days, if the pa- 
tient survives, other indications may arise to guide 
the operator. The urine effused may be seeking the 
surface at some point, and the surgeon's duty is then 
to open the urinary abscess, and to provide drainage 
for it and for the bladder. 

Bule 1 embodies the already established practice.. 
If Bules 2 and 3 are accepted, they will encourage 
early operations in cases where, if exact indications 
were waited for, the operation would probably be 
done too late. 

Lastly, comes the question of where to make the 
incision, and how to place the tubes for the best 
drainage of effusion in different parts of the pelvis. 
If the effusion is in front of the neck of the bladder, 
and the opening has been made into it by the supra- 
pubic incision without opening the peritoneum, the 
bottom of the effusion should be sought with the 
finger, and a drainage-tube carried down to it. 

In opening the bladder for drainage in such a case 
it may be worth while, if there is evidence that the 
effusion is making its way backward, to make the 
lateral perineal cystotomy rather than the median, 
because in the lateral incision the parts about the 
neck of the bladder are more freely opened, and if the 
urine finds its way in that direction, it is afforded a 
sufficient outlet. By the median operation, unless 
the incision is carried back into the prostate, there 
is danger that the parts behind the triangular liga- 
ment will not be thoroughly laid open, and that any 
urine which found its way in that direction might 
not freely escape. 

When, as so often happens, the effusion finds its way 
along the loose tissue on the side of the pelvis, and as 
in the case reported in this paper, up along the iliac 
vessels towards the renal region, perhaps no better in- 
cision can be chosen than that which is used for 
tying the common iliac vessels. In order to give the 
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most direct drainage, and at the same time not to 
have any more pressure from the tube upon the iliac 
Teasels than can be helped^ the incision had better be 
made rather more towards the median line of the ab' 
domen than is usually done for tying the iliac artery. 
In this way the tube goes down more directly, and 
does not make so sharp a bend where it dips into the 
pelvis over the vessels. If, however, the effusion has 
already reached up behind the peritoneum, above the 
brim of the pelvis, the incision must be made further 
out near the anterior superior spine of the ilium in 
order to give the best drainage. The finger intro- 
duced from this region can penetrate quite readily 
over the brim of the pelvis, and well down behind 
the bladder, while the peritoneum separates so easily 
that a considerable channel can be made, through 
which the sloughing connective tissue can afterwards 
discharge itself. Ordinarily, these anterior openingi 
afford tolerably satisfactory drainage for pelvic 
abscesses, as the intra-abdominal presstire is sufficient 
to force out the pus even through an unfavorably 
placed opening. 

In any case in which a suppurating cavity has 
formed in the bottom of the pelvis, which does not 
drain satisfactorily through an anterior opening, it is 
perfectly possible to reach it, and give it good drain- 
age, by adopting the incision usually employed for 
excision of the rectum, and removing the coccyx and 
one side of the lower segment of the sacrum. Such a 
incision as this, which bears the name of Kraske, who 
uses it for the excision of the rectum, gives thorough 
access to the lower part of the pelvis, and would give 
excellent dependent drainage in case of an abscess 
which was burrowing in that region, and which did 
not sufficiently discharge itself through the more an- 
terior openings. — Boston Medic, and Surgic, Joum., 
Oct. 15 1891. 



IMPEEFOBATIOir- OF THE EEOTUM. 



By George Ben Johnston, M. D. 



Authors differ as to the frequency of imperfora- 
tion of the rectum. Its occurrence \9 variously esti- 
mated at one in from five to fifteen thousand births. 
That it is likely to be met with in any confinement, 
and upon its prompt recognition and intelligent 
treatment depends a life, is sufficient warrant to 
invite your attention to its varieties and their 
treatment. 

The manner of development of the recto-anal canal 
answer? for the diverse forms in which malformation 
occurs. It is by no means uncommon to find asso- 
ciated with this deformity other evidences of lack of 



development ; notably, spina bifida, a contracted 
pelvis and extroversion of the bladder. 

In the first class of cases the anus is simply closed 
by skin or mucous membrane of variable density. 
The rectal pouch is not far removed from the peri- 
neum, and is commonly well formed. 

The sphincter is ordinarily present, and the anal 
site is marked by a dimple or irregularity in the skin. 

In the second variety the depth to which the rectal 
pouch descends into the pelvis is an unknown quan- 
tity. It may terminate near the skin, or it may end 
higher up, and the intervening space be filled with 
cellular tissue, or an impervious cord. 

In the third form the rectum and anus may be 
kept apart by a bulkhead, or partition, more or less 
thick, or one or the other of these blind tubes may 
be diverted to a neighboring organ, as the vagina or 
bladder. 

The fourth, or las*, variety is only an exaggerated 
example of that form in which the rectum terminates 
before reaching the ascending anal portion of the 
gut and leaves a complete gap between the sigmoid 
flexure and the perineum. 

Diagnosis is usually not difficult. Many symptoms 
are common to all the forms described. The most 
pronounced or noticeable symptom, and the one to 
which the attendant's attention will at first be 
drawn, is that of obstruction. The child passes no 
meconium nor gases. Pain, restlessness, refusal of 
the breast, wakefulness, crying and violent straining, 
distension of the abdomen, and later, stercoreceous 
vomiting, point to obstruction. 

When such a state of affairs appears, a closer in- 
spection mnst be made. If the malformation is of 
the first or second variety, a simple inspection will 
disclose the barrier. On the other hand, if the third 
class exists, a thorough exploration should be prose- 
cuted ; for here, to all outward appearances, there is 
no deficiency, and not until the well oiled little 
finger or a female catheter is introduced through the 
anus will the occlusion be discovered. We may, 
with some degree of certainty, rely on physical signs 
to enable us to form an idea as to the extent of a 
given malformation. Thus, if in the first variety, 
the anal site is seen to bulge, and if it impart to the 
finger a distinct impulse when the child coughs, or 
when it fluctuates, we may reasonably assume that 
the membrane shutting the rectum is thin, and that 
the rectum itself is perfectly formed. The same 
state of affairs existing in the third form leads to a 
like conclusion. 

When, however, there is no anus no bulging of 
the perineum and no fluctuation, nothing but the 
scalpel will reveal the extent of the deficiency. It is 
of the highest importance that an early diagnosis 



Digitized by 



Google 



14 



The Intebnatiokal Joubnal of Suegbby. 



should be made^ for changes inimical to the infant's 
life soon supervene. Peritonitis^ septicsamia, or 
rupture of the colon will, one or the other of them, 
soon inevitably appear to end the sufferings of the 
little unfortunate, unless surgical relief is afforded. 
Nature, it must be remembered, does nothing for 
these cases. The treatment of such deformities is 
always surgical, and its success or failure depends 
upon the extent and variety of the malformation, 
and the promptness and skill with which it is 
applied. 

In a simple case of skinning over of the anus, 
nothing is required beyond an ample crucial incision 
through the membranous obstruction. A free 
escape of meconium follows. The opening should 
be kept dilated by the occasional introduction of the 
tip of a little finger. The *' tabs " of skin left by 
this proceeding may be trimmed off, or left to be 
absorbed. 

Where an anus exists and a diaphragm keeps the 
decending portions of the gut apart, this is divided 
and dilated and continuity of the tube thus estab- 
lished and preserved. 

When no anus is present, or where the rectal end 
of the gut does not readily reveal itself through a 
well formed anus, a more careful search is to be 
instituted. An incision is made in the raph6, ex- 
tending from the root of the scrotum to the tip of 
the coxyx. This is to be slowly and carefully carried 
deeper into the pelvis trending toward the hollow of 
the scrotum, until the hidden pouch is reached" or 
until it is no longer safe to cut farther. .This proce- 
dure should be prosecuted with the greatest caution, 
for the meagre dimensions of the infantile pelvis 
will not afford much space to work in, and, more- 
over, recklessness might lead to disaster to some im- 
portant organ. If need be, removal of the coxyx 
may be resorted to, in order that the field of opera- 
tion may be enlarged and the chance for ultimate 
success enhanced. ' It is never safe to carry this 
incision of search beyond an inch and a half in 
depth. Should the rectum not be reached within 
this limit, it is wiser to abandon this undertaking 
and seek another field, wherein an artificial anus may 
be established. Should we be so fortunate, however, 
as to encounter the undescended bowel, its extremity 
must be well freed by dissection from its moorings 
and drawn down and strongly stitched to the skin. 
This is absolutely required ; for to simply open the 
gut and depend on a canal made by the scalpel, is 
but to court failure. To prevent cicatricial contrac- 
tion, it is positively necessary that the tract through- 
out should be lined by mucous membrane. When 
after a painstaking search with the scalpel, the gut 
has not been discovered, abandon the search with- 



out inflicting farther mutilation on the pelvic space, 
and thus complicate a second, and even graver, 
operation. 

Above all, do not stab blindly with the trocar or 
exploring needle in the vain hope of striking the 
gut. Irreparable injury may follow such an exploit. 
When an intelligent and ample trial to reveal the 
hidden gut through the perineum has failed, a 
colotomy must be resorted to at once. Where shall 
it be ? Littr6 says in the left groin ; Amussat, in 
the left loin behind the peritoneum, wliile Hugier 
insists on the right groin. 

Each of these sites has its advocates. The con- 
sensus of opinion, however, of recent authors is 
vastly in favor of the left groin. The selection of 
this point seems far more rational than either of the 
others, for reasons that are apparent. 

It is not within the scope of this paper to discuss 
the methods of performing the colotomy. A colo- 
tomy for imperf oration of the rectum will not differ 
from other methods of colotomy for other obstruc- 
tions, and should be performed in the usual way, — 
Medical Age^ Dec. 10, 1891. 



0BSEB7ATI0N8 OH, AND A BUOOESSFUL CASE OF 

OOHBnrED P7L0SE0T0MX AHD GA8TS0- 

ENTEBOSTOMT FOB OABOIHOMA OF 

THE PTL0EU8. 



By F. Bowbeman Jessett, F.B.O.S. Eng. 
Surgeon to the Cancer HoepUal, Brompton, 



Ellen G. set 38, married, was admitted into the 
Oancer Ho^ital Brompton, under my care on July 
25, 1891, with symptoms pointing to pyloric cancer. 
The night before the operation, the stomach was 
washed out with a weak solution of salicylate of soda 
and water. In the morning she was given a beef tea 
and brandy enema, and half an hour before the 
operation an enema of beef tea and brandy was 
administered. When the patient was on the table a 
hypodermic injection of 1-80 gr. ^f atropine was 
given. 

Operation. — An incision three inches long was 
made in the middle line from the umbilicus upward 
through the abdominal parietes, which were so very 
thin that the peritoneum was cut down upon di- 
rectly, and no bleeding points required catching. 
The peritoneum was divided the whole length of the 
parietal incision, and caught in three places on each 
side with pressure forceps. The tumor in the 
pylorus was seized and readily brought out through 
the wound ; it being found to be perfectly free from 
all surrounding organs, I determined to remove it. 
A cloth wrung but in warm carbolized water was 
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packed round the growth, which was found to ex- 
tend for about four or five inches along the walls of 
the stomach, I next with an aneurysm needle 
armed with No. 1 chromic gut, ligatured the vessels 
running along the larger and smaller curvatures of 
the stomach, a little to the left of the point at which 
I proposed to make the section, and with a pair of 
broad ligament forceps I clamped that portion of the 
stomach on the duodenal side of the proposed section. 
I then tore through with my finger the lesser omen- 
tam, and, Mr. Elam firmly holding the stomach, I 
proceeded to cut it across between his fingeis and 
the clamp forceps with scissors, catching up each 
bleeding point as it was divided with pressure for- 
ceps. The growth with the pylorus, being thus 
severed from the stomach, was allowed to hang 
loosely out of the wound, covered with a cloth 
fioaked in warm carbolized water. The vessels in 
the divided edges of the stomach were now quickly 
ligatured with catgut, and as it was found that there 
was a quantity of fluid in the stomach, this was care- 
fully syphoned off by means of a rubber stomach 
tube and washed out. The edges of the stomach 
were next united by means of a continuous chromi- 
cised catgut suture, passing through all its coats. 
A second line of quilt sutures of No. 1 chromicised 
catgut wefe now passed through the serous and 
muscular coats about an eight of an inch from the 
edges ; the ends of each pair of these sutures when 
passed were secured by clamp forceps, to allow of all 
the sutures being inserted before tying. Nine of 
these sutures were introduced in all ; as each of 
these were tied, care was taken to thoroughly invert 
the cut edges of the stomach, so as to ensure a good 
surface of peritoneum being approximated. When 
all of these sutures were tied and the union appeared 
complete, I allowed the stomach to drop back into 
the abdomen. I next passed an india-rubber ligature 
lightly around the duodenum about two inches from 
the pylorus, and clamped that portion of the duode- 
num close to the pyloric orifice with forceps and 
divided it between the forceps and the elastic liga- 
ture, leaving as much of the duodenum as I could 
with safety. The pylorus and growth were now free 
excepting at their attachment to the great omentum. 
This I transfixed with No. 4 Chinese silk and 
ligatured in the same manner as an ovarian pedicle, 
and removed the growth by cutting the omental at- 
tachment across with scissors. The divided end of 
the duodenum was then united by means of a con- 
tinuous chromicised catgut suture passing through 
all its coats and a second row of quilt sutures of 
No. 1 chromicised gut, in the same manner as that 
described for the union of the divided end of the 
stomach, and allowed to drop back. The rubber 



ligature was now removed from the duodenum, a 
sponge was introduced into the cavity, and the first 
part of the operation thus completed. I then pro- 
ceeded to perform gastro-enterostomy. I first 
pushed the transverse colon and omentum over to 
the right, and passed the index finger of my right 
hand over it, and caught up a loop of the jejunum 
close to its origin, and drew it out through the 
wound. The stomach was again withdrawn, and an 
opening make into it about an inch and a half long, 
parallel to and about an inch from the greater curva- 
ture, and two inches from the divided end. A 
decalcified bone plate threaded with two lateral 
chromicised catgut ligatures and two longitudinal 
No. 1 silk ligatures was introduced. The lateral 
ligatures were passed through all its coats about an 
eighth of an inch from the divided edge, these were 
given to an assistant to hold, while I proceeded to 
introduce a similar bone plate into the jejunum. 
Before doing this two india rubber ligatures, were 
passed round the intestine almost four inches apart, 
and fastened tightly. An opening in a longitudinal 
direction, about an inch and a half in length, was 
made on the convex surface of the jejunum between 
the india-rubber ligatures, and a bone plate intro- 
duced, the lateral catgut sutures being passed 
through all the coats of the bowel. The two plates 
were now held in accurate apposition by Mr. Elam, 
while I tied the corresponding ligatures of the two 
plates. In tying the upper lateral ligatures a con- 
siderable portion of mucous membrane prolapsed and 
was with diflSculty got into place, so I cut it off with 
scissors, after which the upper edge was readily 
made to go into its proper position. A row of quilt 
sutures, five in all, were introduced along the upper 
edges and ends of the plate, and the parts being 
thoroughly cleansed, were dropped back. The 
sponge which had been placed in the cavity, left by 
the resection of the pylorus was removed, and, all 
being dry, the abdominal wound was closed with silk- 
worm gut sutures in the usual manner, the wound 
dressed with sublimate gauze, and a large pad of 
wool and a many-tailed bandage firmly applied. 

The author then presents the following con- 
clusions : 

1. It will be obvious that the pylorus may be 
excised with safety in favorable cases ; but the sur- 
geon should be careful not to attempt its removal 
without it is quitie free from adhesions to neighbour- 
ing important organs. 

2. In cases reduced by disease, as patients suffer- 
ing from pyloric obstruction invariably are, the 
operation that can be performed in the shortest time 
must be the best, provided it can be performed with 
equal precision as the more lengthy operation. 
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3. The attempt to suture the divided ends of the 
stomach and daodenum by means of sutures should 
never be attempted. In favorable cases, where there 
is but little traction upon the divided ends, these 
can be united by means of approximation discs. 

4. In all cases where the pylorus can be excised 
without interfering with neighboring important 
organs, it may be removed by adopting the com- 
bined operation of gastro-enterostomy with the 
pylorectomy. In cases where excision of the pylorus 
is inadmissable gastro-enterostomy should be per- 
formed. 

5. Great importance must be laid upon the sutur- 
ing of the divided ends of the stomach and intestine, 
and the only safe suture is the quilt, or square suture, 
adopted by Halsted and myself. In each case that 
died from the result of the operation, the failure was 
found to arise from faulty suturing. Lembert 
sutures are apt to cut through, and should not be 
relied upon. 

6. The omental attachment of the pylorus should 
be tied en masse by transfixing and ligaturing in the 
same manner as an ovarian pedicle. 

7. Gastro-enterostomy should be performed by 
means of decalcified bone plates, and for the sake of 
security four or five quilt sutures, should bo placed 
around the upper edge and two ends of the plates. 

8. The jejunum should be caught up as' near to 
its origin as possible, and a loop applied to the front 
of the stomach so as there shall be no traction upon 
it ; at the same time it is important not to allow too 
much slack on the proximal side of the junction. 

9. On no account is it permissible to catch up the 
first loop of the intestine that presents itself, as by 
so doing, although the operation may be successful 
the surgeon may find, to his chagrin, that his patient 
gradually loses flesh and dies in the course of a few 
weeks of marasmus. At the post-mortem examina- 
tion it will be found that the loop of intestine 
secured to the stomach is only a short distance from 
the ileo-csBcal valve. 

10. The opening into the stomach and intestine 
should be afc least an inch and a half long, and 
should the mucous membrane protude it should be 
cut away. By adopting this course I think all fear 
of closure of the opening will be prevented. 

11. The patient should be fed by mouth early, in 
fact the same day, warm water may be taken, and 
the following day peptonized milk in small and re- 
peated doses. 

12. The patient should on no account be allowed 
out of bed for at least ten days to a fortnight. — 
Med, Press and Circ. 



A TEW DETAILS IS THE OPERATIVE TEEATMEKT 
OF nrGUINAL HERNIA 



By William Rose, M.B., B.S., RRCS. 

ProfeuoT of Surgery in King's College, and Surgeon in King's 
CoUege HoepitcU, 



In noting some of the details of the operation^ we 
naturally attend in the first place to the preparation 
of the patient. The most scrupulous care must be 
taken to purify the skin of the groin, scrotum, and 
penis : the prepuce should be thoroughly retracted, 
and the corona exposed and cleansed. Lister's 
mixture (t, e, a solution of 1.500th part of corrosive 
sublimate,* in a 1-20 carbolic solution), can be advan- 
tageously employed. Prior to this the pubis should 
be shaved on both sides, and the parts well washed 
with soap and 1-20 carbolic. The patient should 
be previously purged, and the lower bowel washed 
out by an enema, as an action of the bowels is not 
desirable for four days after the operation. 

The line of incision is best made in the direction 
of the inguinal canal, that is to say, commencing a 
little internal to the position of the internal abdomi- 
nal ring, it is carried downwards and inwards to a 
point midway between the pillars of the external 
abdominal aperture. The superficial external pudic 
vessels early come into view, and should be secured 
by Spencer Wells' forceps and divided. 

Identification and Separation of the Sac. — The 
coverings of the cord are successively cut, the fibres of 
the cremaster serving as a useful landmark. The cord 
is then lifted from its connections, and the sac searched 
for. If the hernia is large, the sac is usually some- 
what thickened and readily seen ; but in most recent 
ruptures, and especially in bubonoceles, it is thin and 
delicate, and is not so easily found. The best method 
to employ in searching for it, is to use the fingers in 
separating the layers of connective tissue, or two 
pairs of dissecting forceps, one in each hand, when 
the fundus of the sac, in a case of acquired hernia 
will be discovered as a slight fold, or as a white convex 
line, which, with a few light touches of the knife, can 
be clearly defined. The gliding of the two layers of 
serous membrane over one another, when the struc- 
tures of the cord are rolled between the fingers, is 
another useful help in discovering the sac. 

Its complete isolation is the next step to be pro- 
ceeded with. The opinions of surgeons differ as 
to the advisability of this, but my own experience is 
certainly in favor of its complete removal. It is stated 
that interference with the vessels and nerves of the 
testicle is liable to lead to subsequent trouble from 
inflammatory or trophic disturbances, but unless great 
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carelessness or rough handling be employed in the 
proceeding, this ought not to be the case. In a 
complete acquired hernia, the sac may reach to the 
leyel of the head of the epididymis, and is quite in- 
dependent of the tunica vaginalis, but in the congenital 
yariety, the funicular process and tunica form one 
cavity into which the protruded viscera pass. The 
treatment of this condition consists not only in 
isolating the sac^ but also in the formation of a new 
closed tunica. The separation of the sac is here often 
more tedious and difficult than in acquired hernir, as 
the structures of the cord are more intimately ad- 
herent^ but with patience it is possible to accomplish 
this satisfactorily. The sac is then divided below, 
after clamping with Spencer Wells' forceps, and 
the opening in the tunica closed by a continuous 
catgut suture. The upper portion in the grasp of 
the forceps is then completely dissected up clear of 
the vas and other structures of the cord to the level 
of the internal abdominal ring, and treated in the 
manner indicated below. An uncommon variety of 
inguinal hernia, is the so called infantile. In this the 
sac is found either invaginating the funicular process, 
which has remained unclosed, except at the internal 
abdominal ring, ov else passes down behind it. In 
either condition, the surgeon first opens into the 
cavity of the tunica vaginalis, lax or distended with 
fluid, and this is found, only to pass downwards into 
relation with the testicle, having no communication 
with the peritoneal cavity. The posterior wall of 
this should then be opened, and the true sac sought 
for behind it, and treated as in an acquired case. 
The opened tunica should be subsequently stitched up 
close over the testicle. 

Treatment of the Contents — When the hernial 
contents are completely reducible, and the heroia 
acquired or infantile, it is usually unnecessary to 
open the sac before its neck is transfixetl, but in 
congenital or irreducible herniae, the sac must of 
necessity be opened at an early stage, in the former, 
to construct the new tunica, and in the latter, to 
liberate and deal with the adherent contents. 

Treatment of Omentum, — Where omental tissue 
has been for any length of time protruded into or 
adherent to any part of the sac, considerable altera- 
tion takes place in its structure. The fat becomes 
granular and the connective tissue indurated, so that 

I it is neither possible in many cases or desirable in 
others that it should be returned. In order to 
remove it, healthy omentum should be pulled down 
from above, the vessels ligatured in detail, the pro- 
truded mass cut off below the ligatures, and the 

j stumps after careful examination, gently returned 
into the abdomen. It is not advisable to ligature the 



omentum en masse, except when a very small portion 
is concerned, and the reasons for this are : 

(1) That the occlusion of the vessels cannot bo 
assured so certainly when a large mass of tissue is 
included in the ligature. 

(2) That the ligature is more likely to slip from 
contraction of the stump. 

(3) That a stouter ligature will be needed for this 
purpose, which is undesirable. 

(4) That the size of the stump interferes with its 
easy passage through the neck of the sac into the 
abdomen ; and 

(5) That the gathering up of the mass form pockets, 
between the folds of which intestines may subsequently 
pass and become strangulated. Moreover, consider- 
able abdominal pain and discomfort is often set up. 

The best method of ligaturing the omentum, is to 
take up each vessel separately with a small portion of 
omental tissue, passing forceps or an aneurysm needle 
gently through, and using very fine catgut. It is as 
well to keep hold of the mass with Spencer Wells' 
forceps to prevent its slipping back into the abdomen 
before one is certain that all the vessels are secured. 
Where omental adhesions exist within the neck of 
the sac, it is not safe to detach them, from fear of 
tearing across a large vessel in a position not easy to 
secure j under such circumstances, it is best to include 
the adherent portion in the transfixion of the neck 
of the sac, taking care to ascertain that no adherent 
bowel is also present. 

Treatment of Adherent Intestine,--T\n^ condition is 
not commonly met with in inguinal hernia ; however, 
the following forms are seen : 

1. Adhesion of omentum and intestine preventing 
reduction. 

2. Adhesion of the intestine to some part of the 
neck or interior of the sac. 

3. Adhesion of one coil of intestine to another. 
Each of these conditions requires a short separate 

notice. As to the first variety, in separating the in- 
testine from the omentum, it is best to leave a small 
portion of omental tissue in contact with the bowel, 
and not to force the adhesions through, or in this 
way the peritoneal coat of the bowel may be torn, and 
troublesome hemorrhage from the vessels in the 
muscular coat may arise. 

In the second form the greatest care must be taken 
to separate the adhesion, and any tear of the peri- 
toneal coat must be carefully sewn up. Should it 
unfortuaately happen that the bowel is very firmly 
adherent to the sac at one point, this portion of 
adherent sac should be separated from the deeper 
parts and from the surrounding tissue, and left 
attached to the bowel. All unnecessary material 
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ahould be carefully removed, and when all hemorrhage 
has stopped, the intestine, together with the portion 
of adherent sac, may be returned into the abdomen. 

In the third variety, equal care should be taken in 
freeing the adhesions, and no unnecessary violence 
employed ; at the same time, the attempt should 
lilways be made to free the separate coils and all 
hemorrhage should be stopped before reduction. 

Treatme7it of the Sac. — The obliteration of the 
peritoneal process into which the hernia descends is 
the object in view, and this, I believe, is most surely 
attained by transfixing and ligaturing the neck of the 
sac above the level of the internal abdominal ring, 
and cutting it off below this, so that the infundibuli- 
form condition, as looked at from within, will be 
changed into a puckered elevation. In order to ac- 
complished this, the sac freed from its connections 
(special care being devoted to the vas) is pulled down 
and transfixed by a needle which is somewhat blunt, 
80 as to push aside vessels rather than puncture them, 
and threaded by means of an eye near the point with 
stout catgut or silk carefully purified. The needle 
is withdrawn after seizing the ligature with forceps 
and drawing it out single. It is then passed around 
one half of the neck of the sac and tied ; the ends 
are then carried around the other half and tied again, 
and as an extra precaution the whole neck maybe 
encircled once more, and a third reef or surgeon's 
knot applied. The ends are then cut short, and the 
sac removed a little below the site of ligature. The 
point of transfixion should be such that when the 
sac is removed and tension relaxed, the ligatured 
neck lies above the level of the internal abdominal 
ring. 

The Treatment of the Inguinal Canal — The use of 
silk, catgut and kangaroo tendon, formerly so much 
in vogue for the purpose of bringing the sides of the 
inguinal canal into close apposition has been super- 
seded more or less by the employment of silver wire, 
which is much more satisfactory. A greater confi- 
dence in antiseptics enables us to make use of this 
valuable agent as a permanent means of closure of 
the canal, the sutures being left in situ in the tissues. 
The great advantage of the wire is its insolubility, 
and hence it is likely to produce a more effectual 
barrier than any other. The way in which it is in- 
troduced is as follows : The left forefinger being 
passed into the canal, and the structures of the cord 
being carefully drawn to the outer side, the conjoined 
tendon should be carefully defined and the finger 
worked gradually beneath it. If the thigh is flexed 
by raising the knee, this manoeuvre is much facilita- 
ted. Wood's hernia needle, warmed, is now passed 
through the inner pillar of the ring and conjoined 



tendon from without inwards, until the point im- 
pinges against the index finger at a spot correspond- 
ing to the upper border of the internal abdominal 
ring. Inasmuch as the size of the ring varies, the 
position of this suture should be also variable. The 
point of the needle is then made to protrude through 
the external ring, the tissues of the cord being kept 
to the outer side and behind it, and threaded with a 
piece of well annealed silver wire of gauge No. 21, 
and about 6 inches long, which is drawn into the 
canal as the needle is withdrawn. The outer side is 
now dealt with in a similar way, viz., by passing the 
finger under the outer pillar and Poupart's ligament, 
care being taken of the vas and other structures of 
the cord by drawing them well inwards. A similar 
suture may be necessary at a point lower down, and 
when the ring is large, even a third may be needed. 
In this way, the sutures are passed in front of the 
cord and its constituents so that when twisted and 
tightened up, the latter lie behind out of harms way. 
The lowest suture must not be placed too near the 
pubic spine, or else the external abdominal ring will 
be narrowed too much, and the cord injuriously 
constricted. 

Treatment of the Wound, — Having ligatured any 
vessels, and removed the spermatic veins, if enlarged 
or varicose, the wound should now be well washed 
out with carbolic lotion (1-4:0). Irrigation with the 
same lotion should have been also maintained at 
intervals during the operation. The skin incision 
should then be brought together with a continuous 
catgut suture, and, if necessary, a small superficial 
drainage tube fixed in the lower part of the wound. 
The object of the tube being merely to allow of the 
e^pe of blood and blood stained serum from the 
wound, thus preventing tension, it need not be re- 
tained beyond 24-48 hours, its removal necessitating 
an early dressing of the wound. But latterly I have 
dispensed with the tube, where I was satisfied that 
complete haemostasis had been obtained and have 
availed myself of sponge pressure by inserting a fiat, 
purified sponge between the second and third layers 
of the gauze dressing. The dressing need not then 
be touched for a week, if there be no local or consti- 
tutional disturbance ; at the end of such time the 
stitches may be removed, and a collodion dressing 
adjusted to protect the young cicatrix. It is impor- 
tant that the scrotum should be well supported at 
the first dressing, and particularly when there has 
been much interference with the structures of the 
cord, as in removing an old and thickened hernial 
sac ; if this is not attended to, extravasation occurs 
into the scrotal tissues, and the testicle is liable to 
become swollen and painful. — Med. Press. 
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THE TEBATMENT OF ILEU8— THE TBEATMENT 
PERITYPHLITIS. 



By Db. Koebtb, BBBLiiif. 



The author (Berlin. Klinik, Hft. 36, 1891) dis- 
tinguishes two main groups of this condition : 

1. Gases where the integrity of the intestine is 
threatened by obstruction of the circulation in con- 
Bequence of internal strangulation, torsion, invagina- 
tion, etc. 2. Oases where there is no direct danger 
of gangrene of the intestinal walls (ileus from foreign 
bodies, tumors, strictures), etc. The latter cases run a 
slow course, and the dangerous symptoms develop late 
in the disease, as a result of stagnation and decomposi- 
tion of the intestinal contents and gangrene of the 
gut. In the first form, the interference with the 
circulation, and the severe changes in the intestinal 
walls give rise to violent symptoms, similar to those 
observed in strangulated hernia, such as vomiting, 
pains, and shock. If it is possible to make a differ- 
ential diagnosis between both groups, then the indica- 
tions for treatment are more obvious. In the chronic 
cases an expectant plan may be pursued, consisting 
in the administration of opium, restriction in food, 
washing out of the stomach, enemata; surgical 
measures 'are reserved for the last stages. In acute, . 
strangulation-ileus, however, it is hazardous to delay 
operative interference on account of the danger of 
necrosis of the intestinal walls. 

The author reports three cases of ileus, in which 
after the use of opium the violent symptoms subsided. 
He has found that a commencing peritonitis fre- 
qaently is unattended with distinct symptoms. He 
describes three cases of intestinal obstruction from 
gall stones, of which one recovered after operation, 
and two died ; of the fatal cases, one was treated by 
operative measures. Six cases of ileus (three from 
stricture, one from volvulus at the iliac flexure, one 
from tumor, and one from a pelvic exudate), recov- 
ered under internal treatment, which is, however, 
only useful when the obstruction is capable of solu- 
ception. If firm strangulation, volvulus or intussus- 
ception exist, operative interference is absolutely 



Laparotomy is more dangerous in ileus than in 
other conditions. It is important to select the proper 
time, to employ strict asepsis, to operate rapidly, and 
to take every precaution to avoid injury of the 
intestines. 

If peritonitis and gangrene are present, the prog- 
nosis is very unfavorable ; under these circumstances 
enterostomy aind suture of the perforated section of 



intestine to the abdominal wound is the best pro- 
cedure ; a secondary resection is to be preferred. 

In conclusion the author emphasizes the value of 
internal treatment, on the ground of his own obser- 
vations, but recommends surgical intervention in 
cases of strangulation, as soon as the diagnosis is 
made. Our chief aim should be to learn to recognize 
those cases which demand speedy operative treatment 

In another article Dr. Koerte presented his views 
on the treatment of perityphlitis, (Prager Medicin. 
Wochenschr., No. 38, 1891). He regards surgical 
interference in this disease as indicated : 1. In acute 
diffuse perforation peritonitis: 2. In sacculated 
peritoneal abscess. 3. In retroperitoneal abscess. 
4. In recurrent chronic perityphlitis. As regards 
cases of perforation peritonitis, it is in the diffuse, 
suppurative progressive forms that the surgeon is 
sometimes able to save life, as Mikulicz has shown. 
The author has operated on three such cases, with 
one death ; the operation in the fatal case was 
performed in extremis at the urgent request of the 
patient. At the autopsy, it was found that recovery 
in this case might have been possible, for both the 
abscesses which had been opened were found completely 
emptied of their contents. There was, however, a 
third abscess situated between stomach and diaph- 
ragm, which it would have been diflScult to dratn, 
and this gave rise to the patients' death. Of the 
other two patients, the one, a woman, had been cured, 
with exception of a superficial wound ; the other, a 
young man, aged eighteen years, appeared to be on 
the road to recovery. As regards the technique of 
operation the author is opposed to antiseptic irriga- 
tion, and prefers dry sponging of the intestines. He 
has abstained from searching for or resecting the 
appendix, so as not to prolong the operation, and 
increase the already marked debility of his patients. 
If it had been possible, however, to bring the 
appendix readily into view, he would have considered 
its removal an advantage to the patients. 

In cases of sacculated abscess the necessity of 
incision is generally acknowledged, and this should 
be done as early as possible on account of the danger 
of rupture, and also to prevent the development of 
pyaemia which the author observed in a case treated 
by non-operative measures. The existence of pus in 
a perityphlitic exudate is indicated by the quite 
marked elevation of temperature. An exploratory 
puncture with a fine hypodermic needle is also a 
valuable aid to the diagnosis. This procedure is free 
from risk, if the puncture is made through adherent 
coils of intestine, although it may be dangerous if a 
distended tympanitic intestine is perforated. It 
should be remembered that the abscess does not always 
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occur in the typical region. The author has operated 
upon five cases of intra-peritoneal exudates ; four of 
the patients made a rapid recovery, and thefifth case, 
(that of a woman), in which the possibility of a 
tuberculous process being present could not be posi- 
tively excluded, is still under treatment for a faecal 
fistula. The performance of the operation in two 
sittings, as recommended by Sonnenburg, is not 
favored by Koerte. 

Paratyphlitic abscesses have less of a tendency to 
burst into the peritoneal cavity, but give rise to other 
serious conditions, such as the development of pro- 
gressive phlegmonous processes. The pus may find 
its way into the subphrenic space and thence may 
penetrate into the pleural cavity. The author has 
operated upon five such cases, besides three cases of 
simple paratyphlitic abscesses, all of which recovered. 
He regards early recognition of these abscesses of 
extreme importance, and this is greatly facilitated by 
the use of the aspirating needle. He has always 
found the situation of the caBCum and appendix 
entirely intra-peritoneal. 

In chronic recurrent inflammation of the vermiform 
appendix*, the symptoms are probably frequently due 
to conditions of retention, these cases beiug analagops 
in many respects to purulent catarrh of the Fallopian 
tubes (pyo-salpinx). Like in the latter, surgical 
intervention seems called for in appropriate cases. 
Koerte has operated on two occasions. In one case 
the appendix, which was of the size of the little 
finger, had twined around the colon and become 
firmly adherent; it was filled with purulent fiuid. 
The appendix was carefully separated from the colon, 
ligated and resected, and the stump was implanted 
in the colon. Recovery took place promptly. 
Examination of the resected piece showed two per- 
forations which communicated with the adhesions and 
exuded pus. The vermiform process was obstructed 
above its termination in the intestine. A condition 
like this can prove very dangerous to the patient, for 
any blow or slight traumatism may cause rupture of 
the adhesions, and entrance of pus into the peritoneal 
cavity. In the other case the appendix was found in 
the sac of a strangulated hernia during operation and 
resected. Recovery was complete eight days later. 
The appendix was obstructed in a similar manner as 
in the above case and contaiued fetid pus. In such 
cases operative procedures appear fully indicated. 
To go further and perform, the operation as a prophy- 
lactic measure, within the first twenty-four hours of 
an attack of perityphlitis, as has been done in 
America, is regarded by the author as entirely 
uncalled for, since the vast majority of cases recover 
under internal treatment. 



THE " OOOL SOUin)" AHD ITS APPIIOATIOir HJ 
TJBETHBAL DISEASES. 



By Dr. J. H. Brik, Vienna. 



The " cool sound,'^ or psychrophor, is a double 
current metal catheter without fenestra. The tubes 
for the infiow and outfiow, are provided with rubber 
tubing, the former being connected with a vessel 
containing cold water and placed at a higher level, 
and the latter terminating in a vessel placed on the 
ground. The catheter is introduced as far the 
prostatic urethra, the patient lying on his back, and 
then the stop-cock of the afferent tube is opened 
and the current of cold water allowed to circulate 
through the instrument. This method was first 
introduced by Prof, Winternitz. 

The effect of this procedure upon the healthy 
urethra, consists in an increase of tone, the prodnc- 
tion of local anasmia, together with a diminution of 
the secretions. The sensation of cold experienced by 
the patient is usually described as very agreeable. 
Objectively there is observed an energetic contraction 
of the cremasteri muscle, so that the catheter is held 
firmly when the attempt is made to withdraw it. 

If hot water is employed the same tonic effect is 
produced, but the secretions are itifiuenced in a less 
degree. 

The calibre of the instrument varies between Nos. 
20 to 30, according to the size of the meatus. Irri- 
gation of the urethra with an antiseptic solution is 
unnecessary, since recent experiments have demon- 
strated the impossibility of rendering the canal aseptic. 
The catheter must, of course, be disinfected, and is 
then anointed with a 10 per cent, ointment of salol 
and lanoline. 

The urethral diseases in which the '* cool sound " 
may be employed with advantage are as follows : 

1. Inflammatory Conditions. This method is 
only useful in chronic infiammations of the urethra. 
In the later stages of gonorrhoea, the infiammatory 
process extends to the submucous layer, and gives rise 
to firm infiltrations and to thickening and narrowing 
of the urethral canal. In this condition little can be 
accomplished by internal remedies, or by local ap- 
plication of astringents and antiseptics. It is here 
that the '*cool sound'' proves efficient, both on 
account of the mechanical dilatation produced by it, 
and the sedative and antipyretic effect of the cold. 
The procedure, which is employed once daily, is 
carried out in the following manner : A catheter of 
moderate calibre (Nos. 20 to 22 Fr.) is slowly intro- 
duced into the urethra, and allowed to remain from 
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five to ten minutes, while water having a temperature 
of 50® to 63® P. is passed through it. Gradually 
instruments of larger calibre are employed and the 
duration of the sittings prolonged. As soon as the 
sensitiveness of the urethra has been reduced, water 
of a higher temperature (86® to 93® F.) is used for 
fifteen to twenty minutes. If the meatus is too 
narrow to permit the insertion of a large sized instru- 
ment, it must be incised. The result of this combined 
thermo-mechanical effect is rarefaction of the tissues, 
owing to the pressure of the sound and the softe^iing 
and absorption of the new formation in consequence 
of the thermic irritation. The duration of treatment 
^ries from three to four weeks. 

Urethral strictures which are also caused by sub- 
mucous inflammations are treated in the same manner. 

2. Urethral Neuroses, According to Ulzmann 
sexual excesses and chronic gonorrhoea produce 
changes in the prostatic portion of the urethra which 
give rise to all sorts of reflex nervous disturbances. 
These conditions are associated with a hyperaemia of 
the prostatic portion, . and followed by a hyperaes- 
thesia, which in turn produces pollutions and neuroses 
of motility, sensibility and secretion. 

The motility-neuroses appear in the form of a 
spasm or paralysis of the muscular structures of the 
anterior and posterior urethra. The spasm of the 
urethral muscles is shown by the fact that sometime 
after the act of urination* has been completed, a few 
drops of urine dribble from the urethra, which is due 
to the relaxation of the spasm. 

Spasm of the prostatic and membranous urethra is 
due to the presence of erosions at the vesical neck, 
etc., and gives rise to considerable disturbance. 

In the treatment of these two conditions the aim is 
to remove the hyperaemia and hyperaesthesia^ and 
this is accomplished most efficiently with the " cool 
sound.'' A moderately sized, well-rounded instru- 
ment is carefully introduced and cold water allowed 
to flow through it for some time. In females, in 
whom these disorders are of frequent occurrence, 
a catheter having a somewhat different curve is of 
great utility. 

Paretic conditions of the .vesical sphincter are 
characterized by incontinence of urine, and here the 
psychrophor is of great value. 

In cases of pollutions and spermatorrhoea the main 
element is a relaxation of the tissues, which manifests 
itself partly by an increased reflex irritability of the 
muscular layer of the seminal vesicles, ejaculatory 
ducts and urethra, and partly by an atony or paresis 
of these parts. As regards prognosis, two forms or 
stages must be distinguished; first, one in which 
there is marked hypersasthesia and second, one in 
which the urethra is .not sensitive to instruments. It 



is in the first form that the psychrophor is chiefly 
indicated. The sittings should last from ten to 
fifteen minutes, and water of a temperature of 57^ to 
60® should be used. The procedure is resorted to 
daily for three weeks, and the calibre of the instru- 
ment is gradually increased, while the temperature 
of the water is reduced to 50 or 46® F. In the second 
form, which is much more obstinate to treatment, 
warm water is preferable, beginning with a. tempera- 
ture of 86®, and limiting the duration of the proce- 
dure to five minutes. 

In spermatorrhoea the therapeutic indications are 
to improve the tonus of the smooth muscular layer 
of the ejaculatory ducts, and this may be accomplished 
both by the cool or warm sound. The former is first 
to be tried, and if the effect is not satisfactory, the 
latter is resorted to. 

The sensibility neuroses are frequently associated 
with those of motility and secretion. The symptoms 
comprise hyperaesthesia and neuralgia (abnormal and 
painful sensations in the fossa naviculare and middle 
of the pendulous portion). The pains sometimes 
appear in paroxysms. These conditions, together 
with neuralgia of the testicle, are frequently cured by 
this treatment. In sexual neurasthenia attended with 
impotence, the stimulation of the prostate by the 
application of cold, and preferably warm water, pro- 
duces vigorous erections. In cases where there is 
precipitate ejaculation in coition, due to hyperws- ^ 
thesia, the "cool sound'' acts most efficiently ; while 
in cases where ejaculation is retarded in consequence 
of a relaxed condition of the seminal vesicles and 
urethral muscles, warm applications are more suitable. 

In neuroses of secretion, such as prostatorrhoea, 
which are due to chronic inflammations of the 
urethra, the same method of treatment is indicated. 
— Blatter f. Klin. Hydrotherap. 



TEE ITEW TREATMEFT OF OAITOEB- 



At a meeting of the Soyal Society of Physicians of 
Vienna, November 13, 1891, Prof. Adamkiewicz, 
presented a case of extensive epithelioma of the face, 
which he had treated with a remedy, discovered by 
himself, and named ^* cancroin.'' He doesnpt claim 
to have found a specific for cancer, but asserts that 
he has laid the foundation for a rational therapeusis 
of this disease, by demonstrating the poisonous nature 
of cancerous tissues. He has succeeded in evoking 
reactions in cancerous tumors, which, though slight, 
have produced positive curative effects. The case 
reported was that of a man, aged thirty-four years, 
who had suffered for many years from an epithelioma 
of the nose, which had gradually extended to the 
eyelids and forehead, despite the employment of all 
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kinds of treatment. So extensive had become the 
disease^ that excision of part of the lids and removal 
of the eye had been recommended by a surgeon. The 
patient then consulted Dr. Adamkiewicz, who began 
treating him with injections of cancroin on August 
25, 1891^ the drug being injected into the front and 
back of the neck, and employed once daily. The 
first changes noticed occurred in two enlarged glands 
which were present, the one below the jaw, and the 
other in fronted the ear ; the former had disappeared 
two days after the commencement of the treatment, 
the latter diminished much more slowly in size. At 
first the surface of the ulcer, which presented the 
typical appearance of a destructive epithelioma, was 
apparently unchanged, but on the fourth day of 
treatment a marked redness and elevation of the 
margins was. observed. On the fifth day the sore 
began to discharge profusely a greenish-yellow secre- 
tion ; the redness subsided, and the border line 
between the healthy and diseased skin became to a 
great extent obliterated, a fine blueish seam alone 
intervening. On the tenth day of injection, cica- 
trization commenced at the margins, first on the 
nasal side, and later, at the inferior margin. The 
scar extiendjed with great rapidity, the margins of the 
ulcer contracted, and the infiltration disappeared. 
On October 12, about four weeks after the initiation 
of treatment, cicatrization was nearly complete, and 
November 13, nothing was left of the extensive sore, 
except a small opening which discharged pus. 

Dr. Adamkiewicz thinks that even if the result 
sliould not be permanent, the rapidity with which 
healing was eflEected is certainly remarkable. Al- 
though it is well known that epithelioma may some- 
times be cured by the application of caustics or 
irritants, this in his opinion, could nothavp happened 
in his case, inasmuch as the remedy was injected 
into the neck, and must have acted upen the cancer 
through the circulation. — Wien. Med. Presse. 

ENTEBO-AITABTOMOBIB BT LATEBAL APPOSITION. 

By Dr. Vok Hacker, Vitsnka. 



At a meeting of the Royal Society of Physicians of 
Vienna, the author exhibited a case in which four and 
a half years ago, he had performed an entero-anasto- 
mosis by lateral apposition — the first operation of the 
kind successfully performed. The patient, a girl aged 
fifteen, was admitted to Billroth's clinic with an intes- 
tinal stenosis. At the operation the caecum and post- 
erior portion of the ascending colon were found to 
have been converted into a tumor, twenty centimetres 
in length, which was so intimately connected with 
the subjacent parts that resection was excluded. A 



longitudinal incision was therefore made in the ileum 
and colon, and the two openings were approximated 
by sutures. A second, circular stenosis was found in 
the small intestine, which was removed by incising 
the gut in a longitudinal direction, and suturing it 
transversely. The patient made a rapid recovery. 
Von Hacker has operated in a similar manner on a 
case of recurrent carcinoma of the caecum, the patient 
surviving seven months after the operation. This 
procedure has been resorted to sixteen times by other 
surgeons, and usually with success. 

He thought that the method originated by Hoch- 
enegg, which consists in completely eliminating the 
diseased gut by dividing it and sewing its ends into 
the external wound is not necessary in all cases. It 
is especially suitable in chronic inflammatory pro- 
cesses, where subsequently the entire diseased portion 
can be removed by a slight operative procedure. If 
rapid surgical interference is demanded this method 
may also prove preferable to lateral anastomosis. — 
Wien. Medic. Presse, No. 50, 1891. 



WOITNDS OF THE PEMOBAL YEDf. 



In an instructive article in the University Medioal 
Magazine, December, 1891, Dr. Martin, of Philadel- 
phia presents the following conclusions : 

(1) The femoral vein is not the only channel "by 
which the blood of the leg may reach the pelvis. 

(2) For the establishment of collateral circulation 
venous pressure, equal to that which is found in the 
arteries, is often requisite. 

(3) Wounds of the femoral vein inflicted by the 
surgeon in extirpation of tumors will not be followed 
by gangrene if the vein only isligated. All wounds, 
however, become more serious in proportion to their 
proximity to Poupart's ligament. 

(4) Wounds of the femoral vein inflicted in tumor 
operations are liable to be followed by gangrene if 
vein and artery are both ligated. 

(6) Wounds of the femoral vein inflicted by 
weapons or sudden violence, and where the surround- 
ing parts are previously healthy, are frequently 
followed by gangrene, even though the vein alone be 
ligated. This complication is rendered more probable 
by ligating both vein and artery. 

(6) The treatment of hemmorrhage from the fem- 
oral vein by ligature of the femoral artery should not 
be practised. 

(7) Lateral closure of vein- wounds where possible 
is to be preferred to all other means of treatment 
If the lateral ligature is employed it must be of fine 
silk, and the thigh must be flexed until it is vertical 
to the plane of the body. 
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Suture is to be preferred in this region ; and in 
case both these methods are unsaccessful, forceps 
should be tried before the surgeon resorts to circular 
ligation. The forceps should be removed in forty- 
eight hours, the wound being carefully packed in the 
meantime. 

Where the suture is employed, it should be of cat- 
gut and continuous, and should bring intima to intima. 
Over the first line of suture the sheath of the vessel 
should be sewed to give additional support. 

(8) The treatment of injuries to the femoral vein 
by closure of the external wound and the application 
of pressure is not to be recommended, sinc6 the blood- 
pressure in this vessel is higher than in other veins 
(Oilier records one success from this method). 

To this statement an exception can be made. 
When the femoral vein is wounded with a ball of 
small calibre, the hemorrhage is not necessarily 
marked or continuous. Antiseptic dressing and firm 
compression may in this ease either allow the vein- 
wounds to heal entirely or may, if the artery is also 
wounded, favor the occurrence of an artero-venous 
aneurism — operation upon which will subsequently be 
far safer than ligature of the femoral.artery and veins 
at the time of injury. 

(9) Where the vein is ligated the foot and leg 
should be held in vertical suspension, since this 
greatly aids in overcoming the resistance of the valves, 
which normally prevent collateral circulation. 

(10) The maintenance of asepticism and the sup- 
port of the entire limb by careful bandaging are both 
requisite for the treatment of femoral vein injuries. 

0A8E0F ABSaESSOFLUNG; OFEBATION; 
BEOOVERT; BEMABE8. 



By Francis Hubbr, M.D.. of New York. 



As a text for the remarks to follow, the history of 
the case is given in brief : 

Benj. J., four years old, had been ill about four 
weeks when first seen in October, 1888. He was 
troubled with exacerbation of fever, irregular chills, 
and a distressing cough ; had lost flesh and strength, 
growing pale and waxy in looks. The physical ex- 
amination was negative, with the exception of an area 
of flatness, with distinct bronchial breathing in the 
right infra-clavicular and mammary region. Ex- 
ploratory puncture brought pus, and the diagnosis of 
localized empyema was made. At the operation 
(incision with drainage) pleural adhesions were found 
and the pus was discovered to be in the substance of 
the lung. The cavity gradually contracted and a 
small flstula remained, which closed about ten months 
from the onset of the disease. 



The exploring syringe readily detected pus on the 
day prior. to the operation. Rather unwisely, the 
needle was removed and the incision made. When 
the pleura was opened, the needle again was inserted, 
and it was only after repeated punctures that the site 
of the suppurating process was rediscovered. A 
severe pneumonia of the upper lobe (laterally and 
posteriorly) resulted, no doubt caused by the multiple 
punctures. In another case I shall certainly leave 
the needle in as a guide. Gentle irrigation of the 
cavity or of the fistula later on was not followed by 
any bad effect ; if forcible injections were resorted to, 
a severe paroxysmal cough would follow, to terminate 
when the injected fluid had been expectorated, the 
fluid having entered a bronchial tube. 

Although abscesses of the lung secondary to 
tuberculosis, pyemia, metastatic processe8,or traumatic 
in character, are by no means infrequent, the simple 
non-tuberculous and non-metastatic varieties are but 
rarely met with. They present themselves in one of 
four forms. In the flrst variety the symptoms are 
obscure and the diagnosis is only made when the 
the abscess ruptures into bronchus, or the pus is 
discharged externally through the integument. In 
the second class the symptoms resemble those of 
pleurisy with effusion ; in the third class, those of 
tuberculosis ; the fourth variety is generally associated 
with broncho-pneumonia. The affection is at times 
met with in children in a debilitated condition, living 
under poor hygienic surroundings. Meigs and Pepper 
believe the trouble to be of frequent occurrence, a 
sequel to the third stage of pneumonia, while Gerhardt 
Henoch, Eustace Smith, and others, teach the 
contrary. The early recognition of the disease is 
difficult, for the disorder is usually secondary to 
pneumonia ; the occurrence of chills, sweating, and 
increased vital depression ought to put one on his 
guard. A sudden expectoration of pus, with the 
rapid formation of a cavity in a portion of the lung 
previously consolidated,is characteristic of the rupture 
of a pulmonary abscess. 

Abscesses may be solitary, of greater or loss size ; 
may be multiple and disseminated, superficial or 
deeply seated. The smaller may coalesce to form 
larger abscesses. The process may run an acute 
course or become chronic ; it may occur coincidently 
with the. original disease or manifest itself later, 
the pulmonary tissue remaining consolidated, resolu- 
tion not having taken place. The walls may be sharply 
defined or the suppurating process may gradually be 
lost in the normal lung-structure. Perforation may 
occur into a bronchus or externally through the 
integument : the pleura or some adjoining organ may 
be invaded. Or the abscess may become encysted, 
undergo calcification, caseous degeneration, or become 
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infiltrated with tubercles. In some cases the entire 
lung has been destroyed and converted into a large 
abscess-cayity. 

The physicial signs are not characteristic ; before 
rupture occurs the parts are consolidated. A sud- 
den more or less copious expectoration of pus in the 
progress of a pneumonia is due to the bursting of a 
pulmonary abscess. We now get the physical signs 
of acavity in a portion of thelung previously infiltrated. 

As to differential diagnosis : In gangrene the odor 
of the breath is fetid, the expectoration being green, 
fetid, and penetrating. Localized empyema may be 
excluded by the absence of a history of former 
pleurisies. In empyema discharging through the 
lung, the quantity of pus expectorated is large and 
the physical signs reveal fluid in the pleural sac. 
When hepatic abscesses discharge through the bronchi, 
the expectoration is copious, dirty-brown, and par- 
oxysmal. In doubtful cases of tuberculous character, 
the presence of tubercle bacilli will establish the 
diagnosis. 

Treatment is symptomatic, and consists in the use 
of stimulants, tonics, and antiseptic inhalations. 
The exhaustion may be counteracted, and infection 
prevented by proper incision and drainage. 

In conclusion, the rules enunciated by Dr. Spill- 
man and Haushalter are presented for our guidance : 

1. Before operation, thfe position of the abscess 
must be determined as accurately as possible, and 
especially by exploratory puncture. 

2. As a rule, a pulmonary abscess should not be 
opened during the course of an acute pneumonia. 

3. Before the abscess is opened, it is well to excite 
pleuritic adhesions, if these do not already exist. 
This should be done by resection of a rib and suture 
of the- two pleural surfaces, or by means of the 
actual cautery. 

4. The abscess is best reached by resecting a rib and 
piercing the lung with a thermo-cautery. 

5. Free drainage is essential ; antiseptic injections 
are best avoided, dry dressings being preferable. — 
Medic. News. 



THE OLOSTJBE OF LABGE DEFEOTS IN BONES. 



By De. Le Dentu. 



In a paper read before the Societi6 Savantes, the 
author stated that bone grafting by means of pieces 
of living bone has not proved of much value. The 
ingrafted fragments are gradually absorbed, or are 
cast off as foreign bodies, and even when they appear 
to have preserved their vitality, they only bring about 
repair very slowly. If the bone is derived from an 
animal, its disintegration takes place even more rap- 



idly than when taken from the patient himself or 
some other person ; in the latter case we also run the 
risk of transplanting syphilitic or tuberculous osseous 
tissues on healthy bone. It is not therefore surpris- 
ing that the grafting of healthy bone has been dis- 
carded in favor of aseptic decalcified bone. 

To* Dr. Senn, belongs the credit of introducing 
this method. In 1889 he reported a number of cases 
in which he had filled up osseous defects with small 

chips of decalcified bone a procedure which has 

given him fair results. In March 1891, Kuemmel, of 
Hamburg, published the results of his experiments in 
replacing the small long bones, like the metatarsal 
and metacarpal bones, by decalcified bones of the 
same length. M. Le Dentu was led to believe that 
the transplantation of larger fragments might give 
similarly good results. A resection of the tibia and 
fibula in the lower part of the leg furnished him the 
first opportunity of testing this idea. 

The patient was a young man, sixteen years old, 
who had suffered for twelve years from tuberculous 
ostitis. Several fistula had formed which exuded a 
sero-purulenffiuid ; the malleoli were greatly enlarged, 
and the tibio-tarsal articulation had become anchy- 
losed. This condition, together with a talus valgus 
rendered walking a matter of great diflBculty. There 
was a marked shortening of the limb and atrophy of 
the muscles. The tibia and fibula were resected to 
the extent of seven centimetres, the fungosities de- 
stroyed, and the superior surface of the astragalus 
abraded. The excised bones were then replaced by a 
single piece of decalcified bone of the same length and 
taken from a calf. Over this graft the periosteum 
and integument were sutured with great care. A 
plaster-of-Paris bandage was then applied to immob- 
ilize the foot and leg. The first dressing was left on 
for two weeks. On the fifteenth day after operation 
a small opening was made to permit of the escape of 
a large quantity of serum. Six weeks after operation 
commencing solidification was noted, and at the end 
of three months the patient left the hospital, walking 
with the aid of a silicate dressing. The consolida- 
tion has since become complete and the articulations 
are perfectly movable. 

M. Le Dentu has successfully employed this meth- 
od in nine other cases. The bone is prepared as fol- 
lows : The bones are taken from a calf, ox or sheep 
freshly killed, and deprived at once of their marrow 
and periosteum. The femur and tibia of the ox, 
which have a thick layer of compact tissue, are 
preferred. The bones are cut into fragments of var- 
ious size, and placed in a solution of hydrochloric 
acid, 1 in 10, for eight days. They are then washed 
in pure water, left for twenty-four hours in a solution 
of corrosive sublimate, and preserved in a solution of 
iodoform in ether. — La Tribune Medicate. 
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Treatment of Sprains.— Dr. N. W.Oady re- 
gards the following as an infallible remedy for 
sprains: A half hour's douching with water at a 
temperature of 120 degrees F., and the fixation of the 
joint by a splint on the flexor side of the joint, or upon 
the extensor side, if that be more convenient, — Med, 
Record. 



Tendon Suture. — Dr. J. M. Marin reports a case 
of wound of wrist with lesion of the extensor com- 
mnnis tendons of the fourth and fifth fingers. The 
npper ends of the tendons were much retracted, and 
it was found necessary to open the sheaths 10 cen. 
timetres (4 inches) upward in order to practice ten- 
orrhaphy with catgut. Another wound on the same 
hand had carried off part of the second metacarpus 
and opened the radio-carpal joint. All the wounds 
were sutured with catgut. On the second day the 
wounds over the tendons were healed. The other 
one had to be opened on account of an accumulation 
of pus. The latter wound was redressed and immo- 
bilized, and healing proceeded without further acci- 
dent. — Boleti7i del hospital general de Puebla^ vol, i, 
1891, p. 14Z,— Satellite. 



The Treatment of Epithelioma with Injec- 
tions. — Dr. C. J. Rossander {Schwed. OentralbL f, 
CJiir., 1891, 46) recommends solutions of caustic pot- 
ash as a remedy in cancer which has the power of 
destroying the epithelial cells of the neoplasm. He has 
treated four cases of epithelioma of the face with 
injections of caustic potash of the strength of one- 
half to one per cent. The injections should be made 
as close as possible to the growth, and repeated every 
two or three days ; the quantity used each time varies 
from 2 to 3 grammes distributed over several places 
around the epithelioma. Although the course of 
treatment was protracted the results were strikingly 
good in three of the four cases. — JUedicin.'Chirurg, 
Rundschau, Dec. 15, 1891. 



Injectionsof Carbolic Acid into Carbuncles. — 

Dr. H. Graff {Norsk Magaz. /. Laegevidensk) regards 
injections of pure liquified carbolic acid as the most 
efficient means of treating large furuncles and car- 
buncles. By this method it is frequently possible to 
abort the disease, or at the least to relieve the pain. 
Before making the injections the surface of the swel- 
ling and surrounding parts must be protected from 
the caustic action of acid by vaseline or a simple 
ointment. The syringe should be provided with a fine 
sharply pointed needle ; this is inserted with a rapid 



thrust into the side and through the base of the furuncle 
and the fluid injected slowly, or the needle is care- 
fully introduced into the opening of the furuncle and 
the injection made in all directions. Gases of furuncle 
of the neck require from 2 or 3 drops to one-quarter of 
asyringeful, while carbuncles as large as the hand may 
require one and one-half to two and a half syringef uls 
of the acid. The destructive effect of the remedy 
never extends beyond the diseased parts ; and symp- 
toms of poisoning are never observed. — Medicin. 
Chirurg. Rundschau, Dec. 1, 1891. 



Wounds of the Ureters in Laparotomies.— 

Dr. Pozzi {Ann. des maL des org. genito-urin., No, 8, 
1891) states that the ureter is sometimes wounded 
during the removal of retro-peritoneal tumors by 
laparotomy. This accident has been observed espec- 
ially during extirpation of cysts of the broad liga- 
ments and parovarian cysts. The injury may consist 
of a simple lateral tear or a complete laceration of the 
walls, with or without separation of one end. It is 
usually the lower end which is injured. If there is a 
simple lateral or even a complete laceration of the 
ureteral walls without any other injury, it is neces- 
sary to restore the lumen of the canal by accurate 
suture, this proceeding being sometimes facilitated by 
introduction of a sound into the ureter by way of the 
bladder. In cases, however, where a portion of th% 
ureter is completely destroyed, the treatment consists 
in either the establisliment of a lumbar urethral fistu- 
la followed later by a nephrectomy or thp extirpation 
of the kidney immediately after the accident. The 
former method is in many crises the most certain. — 
Centralbl. f. Chirurg., No, 51, 1891. 



Spasmodic Wry-Neck.— Noble Smith has pub- 
lished a pamphlet on» this subject, in which he arrives 
at the following conclusions : 

1. Neither drugs, local applications, nor other gen- 
eral methods are of any permanent use in the treat- 
ment of well-established spasmodic wry-neck. 

2. Electricity has failed to do any permanent good 
except in some recent cases, which probably differed 
entirely in their nature from those referred to. 

3. Nerve stretching, although successful in a few 
cases, cannot be depended upon as a certain remedy. 

4. Section and ablation of a piece of the spinal ac- 
cessory nerve is absolutely certain to remove all 
spasm from the muscles supplied by that nerve, and 
is very likely to remove spasms set up in other mus- 
cles, although other nerves are apparently involved. 

5. The most certain and satisfactory plan of oper- 
ation is section of the nerve upon the inner side of 
the sterno-mastoid before it enters the muscle. 
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6. When other muscles remain spasmodically af- 
fected^ the spasms may be removed by section of the 
nerves supplying those muscles. 

7. The operations of section of the spinal accessory 
nerve, and of the posterior roots of the cervical nerves 
are not followed by serious inconvenience to the 
patient from paralysis of the muscles. 

8. There seems to be no risk of the reunion of the 
nerves and return of the spasms after operation. 

9. It seems probable that other convulsive move- 
ments of the. head may be remedied by section of 
nerves. — Times and Register. 

Retrogjade Dilatation of Oesophageal Srict- 
ures. — Dr. J. Giessler reports the method employed 
by Prof. Kraske^ in a case of impermeable cicatricial 
stricture of the oesophagus, of uncertain origin. 
After the performance of gastrostomy several unsuc- 
cessful attempts were made to pass instruments from 
the stomach into the oesophagus, and Kraske there- 
fore proceeded as follows : A silken thread was car- 
ried down to the stricture by way of the mouth, by 
making a thick knot at the lower end and pressing 
this into the opening of a thin oesophageal catheter. 
The thread was removed from the fenestrum by 
injecting water into the tube, which was then with- 
drawn. By means of active movements of swallowing, 
the patient succeeded in forcing the knot through 
the stricture into the stomach. As it was not possi- 
ble to seize the knot with instruments, the stomach 
was irrigated through a glass tube and the thread 
floated out. Small olive-shaped plugs of ivory could 
now be introduced into the stricture by the use of the 
thread, and dilatation was thus rapidly effected. 
After closure of the gastric fistula the patient was 
discharged perfectly cured. — Munch, Med, Wochen- 
schr. 



Gunshot Wounds of the Spine.— At the Paris 
Society of Surgery, Nov. 18, 1891, an interesting dis- 
cussion took place on the above subject. M. Nicaise 
said that these wounds are serious, but not always 
fatal. A certain number of patients require no oper- 
ation ; hence it is necessary to determine the rules for 
interference. The lesions of the spinal cord can be 
divided into 3 groups : 1. Simple pressure. 2. Les- 
ion of the nervous tissue by the projectile. 3. The 
projectile is fixed and protrudes into the interior of 
the canal. Interference is legitimate in the first and 
third group of cases, even if trephining is necessary. 
Non-operative treatment gives a mortality of 70 per 
cent, while interference reduces it to 50 per cent. In 
the second group of cases, it is more difficult to de- 
cide what is the best plai, as sometimes the operation 
seems to aggravate the patient's condition. Ordin- 
arily the aggravation is temporary, and is followed by 



improvement. M. Lucas-Champonnierd said that in 
wounds due to fire arms, trephining is a simple oper- 
ation, while in wounds due to other traumatic agents, 
the exact determination of the seat of the lesion is 
often very diflBcult, 



Reduction of Dislocations by Manipulations. 

— Dr. Westmoreland, of Atlanta,employs the following 
method : . Flex the fore-arm on the arm ; rotate out- 
wards, pressing the elbow to the side ; rotate to a 
right angle, when, with a click, the bone slips into 
position. Carry the arm across the chest and apply a 
bandage. The patient must be placed on his back on 
a hard surface. This is important. Sometimes the 
elbow has to be lifted. Occasionally the bone is 
caught between the muscles. The same measures, 
with slight circumduction, will suffice. Invariable 
success has attended this method, even three or four 
weeks after the dislocation occurred. Any forward 
dislocation can be reduced in the same way, provided 
the coraco-humeral ligament is not ruptured. This 
must be put upon a stretch before reduction can be 
accomplished. 

Dr. Bedford Brown uses the following method, 
which applies to all varieties of dislocations of the 
shoulder. Place the subject on a wooden-bottom 
chair^ with a man on each side to steady him. Place 
the knee under the shoulder. When sufficient exten- 
sion upwards and outwards has been made, press the 
arm over the knee. He has reduced twenty-odd cases 
in this way. — Virginia Med, Monthly. 



Rules in* Abdominal Surgery. — Dr. J. E. Sum- 
mers, of Omaha, presents the following rules for our 
guidance in abdominal surgery : 

1. Never operate upon a practically moribund pa- 
tient whose disease is chronic. 

2. The same rule applies to all acute diseases or 
injury, except where hemorrhage is the depressing or 
suspectedly depressing cause. 

3. Never hesitate to operate upon otherwise hope- 
less cases, if experience has proven success to have 
followed interference even if only a very small per- 
centage. 

4. Use all the principles of modem antiseptic sur- 
gery before opening the abdomen, those of aseptic 
surgery afterwards. 

5. Use drainage only after irrigation, evacuate the 
tube frequently and remove it eaily. 

6. No nourishment by the mouth for 24 hours, 
giving hot water in small quantities to allay the thirst. 

7. Peritonitis should be treated by large doses of 
calomel and copious turpentine enemas. In intestinal 
lesions, splinting the bowel by opium may be the 
proper practice. — Medic. Mirror, Dec, 1891. 
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straw Ashes as a Surgical Dressing.— Sur- 

geon Major Kikuchi recommends the straw ashes 
obtained by burning rice straw as a surgical dressing, 
on the grounds that they have strong absorbing 
properties, are soft tod elastic, cheap and easily ob- 
tainable. The material which he used was an old 
straw bag, made into a coarse powder after burning 
by rubbing the aslies between the palms. Prom 60 
to 100 grammes are put in a cushion of gauze, which is 
applied over a piece of iodoform gauze. This dressing 
is said to be especially advantageous in military ser- 
vice. — Sei'i'JStwai Medical Journal^ Sept. 26, 1891, 

Drainage in Abdominal Surgery.— -Dr. D. P. 

Allen, of Cleveland, employs drainage in the follow- 
ing conditions : 1. In septic peritonitis. The 
drainage should be effected in any direction requisite 
for its perfection, whether ventral, vagina], or 
lumbar. 2. In tubercular peritonitis, when the 
flaid produced by the tubercular process is contained 
in a cavity occupying the pelvis and the lower porr 
tioj of the abdomen, and is shut off by adhesions 
from the upper portion of the abdomen. 3. In 
perityphlitis when pus is present, and where adhesive 
inflammation has prevented its invasion of the 
general peritoneal cavity. Where the infection is 
generalized, the indications are of course the same as 
in septic peritonitis. 4. In hemorrhage. When this 
occu"! in considerable quantity and can not be con- 
trolled, it is best that the blood should be removed. 
It is, however, better to take care that much hemorr- 
hage does not occur, than to seek to escape its dan- 
gers by drainage. 6. In^ extra-uterine pregnancy. 
In operations for this condition there are cases in 
which it is impossible to control bleeding, and in 
which drainage is important. 6. In the escape of 
cyst contents into the abdominal cavity. When this 
occurs and the material is infectious, no precaution 
for its removal can be too great, and in addition to 
washing, drainage is doubtless in place. The con- 
tents of simple ovarian cysts seem to be innocuous. 
[ 7. In pyosalpinx. If pus tubes can be removed 
^ without rupture, and the uterine extremity of the 
tnbe be disinfected, seared with the actual cautery, 
drainage is unnecessary. 8. In pelvic abscess. — 
N. Y. Med, Jour. 



Asepsis in Intra-peritoneal Surgery.— Dr. 

W. H. Wathen, of Louisville, states that chemical 
solutions for the purpose of sterilizing the operator, 
assistants, nurses, or patients, or the room, instru- 
ments, sutures, dressings or sponges, should be used 
before the operation is begun, but the chemical ger- 



micide should be removed from everything that is 
brought in contact with the peritoneum. Tile peri- 
toneum is usually infected by contact, anc* th^ dan- 
ger of atmospheric infection is practically 9i//, as has 
been shown by the excellent results in laparotomies 
done in large and crowded amphitheaters. He advo- 
cates supra-pubic drainage with a small glass tube 
with open ends and fine holes on the side extending 
within from two or three inches of the mouth. This 
he claims is sometimes necessary to get efficient 
drainage in view of the fact, that blood or secretions 
from tissues above the pelvis do not always by gravi- 
tation go into the retro-uterine pouch. — Times and 
Register, 

Treatment of Wounds by Sublimate Baths. 

— At a meeting of the Medical Society of London, 
October 19, 1891, Mr. Mansell MouUin described a 
method of dealing with lacerated wounds, especially 
those in which fracture was complicated by extensive 
lacerations. It consisted in placing the wounded 
part in an antiseptic bath at the temperature of tha 
body. He had tried this procedure in thirty cases,, 
with only two failures, and these two were, in all- 
probability, directly due to the escape of sewer-ga» 
in the immediate vicinity of the patients. He began 
with a 1 in 1000 sublimate solution, reducing tlie 
strength in a day or two to 1 in 10,000. As to dura- 
tion, sometimes the bath was employed only for an 
hour ; in others it had been kept up for a fortnight, 
night and day. In the two patients who had re- 
mained under the treatment for a fortnight, there 
were unmistakable symptoms of mercurial poisoning,, 
but they ceased immediately on the bath being sus- 
pended. As a general rule, no symptoms pointing to 
mercurial absorption were present. — British Medical 
Journal. 



" Gutta-Percha Paper" in» Ulcers of the 
Legs.— Dr. Vasily H. Kurtchinsky, of Nejiu, 
speaks highly of the so-called ** gutta-percha paper " 
as the best means of rapidly curing even the most in- 
tractable ulcers of the leg. The diseased surface should 
be first carefully washed with a 4 per cent, boracic 
acid solution, and then gently dried with a piece of 
absorbent cotton-wool, after which a sufficiently 
large sheet of the " gutta-percha paper " (previously 
washed in the solution and dried between towels> 
should be applied, covered with a thin layer of 
cotton-wool, and lightly fixed by means of a muslin 
roller. The dressing should be changed every day. 
Under such simple treatment the ulcers are said to- 
heal soundly in about fi^Q days in more or less recent 
cases, while those of older standing and greater sev- 
erity are cured in two or three weeks.— 5nY. Med^ 
Journ, 



Digitized by 



Google 



The International Journal of Surgery. 



y<. 



."N 



Book f(bti(:e8. 



The InuTPBK^tional Medical Annual and 
Practitioner's Index. Xew York : E. B. 
Treat, 1891. [Ninth Year.] 

The list of contributors to this volume comprises 
some of the most distinguished medical men ih this 
country and in Europe. The aim, as the publishers 
state, has been to supplement the literature of the 
year by practical articles dealing with subjects which 
have outgrown the limits assigned to them in the 
text books. As a work of reference for the busy 
practitioner, who wishes to obtain the latest informa- 
tion on any subject with the least expenditure of 
time, it will be found a valuable addition to the 
library. 



History of Circumcision from the Earliest 
Times to the Present. By P. C. Remondino, 
M. D., Member of the American Medical Asso- 
ciation, of the American Public Health Associa- 
tion, etc. Philadelphia and London: F.A.Davis, 
1891. 

In this readable and instructive little book, which 
displays extensive historical research, the author 
makes a plea for the more general performance of 
circumcision, both on physical and moral grounds. 
The history of eunuchism and hermaphrodism is also 
considered, and the various surgical operations on the 
prepuce discussed. The work is well worthy of care- 
ful perusal. 



Surgery : A Practical Treatise, with Special 
Eeference to Treatment. By 0. W. Mansell 
Moullin, M. A., M. D., Oxon., Fellow of the 
Royal College ^f Surgeons ; Surgeon and Lecturer 
on "rhjrsiology^ at the London Hospital. Assisted 
by various writers on special subjects. With five 
hundred illustrations. Philadelphia : P. Blakis- 
ton Son & Co., 1891. 

This treatise of one thousand one hundred and 
fifty pages, contains a large amount of sound and 
practical information, which embraces every depart- 
ment of surgery. The subject matter is well up to 
date, and the treatment advocated is in keeping with 
modern antiseptic methods. Owing to its eminently 
practical character, this book should prove very 
acceptable to the general practitioner, as a work for 
reference, while the student will find it a safe and 
satisfactory guide in his studies. The illustrations 
are excellent, and two hundred and fifty of them have 
been made from drawings especially prepared for this 
work. 



The Surgical Treatment of Wounds and 
Obstruction op the Intestines. By Edward 
Martin, M. D., Instructor in Operative Surgery, 
University of Pennsylvania, and H. A. Hare, 
M.D., Professor of Therapeutics, Jefferson 
Medical College. Philadelphia: W. B. Saunders, 
1891. 

This essay which was awarded, the Fisk Fund Prize 
of the Rliode Island Medical Society in 1 890, embodies 
the results of much careful original research in 
the laboratory, and of a thorough investigation of the 
literature of the subject. The topics discussed are 
Congenital Malformations, Intussusception, Inter- 
nal Strangulation, VqIvuIub, Obstruction from 
Foreign Bodies, Intestinal Paralysis, Chronic Ob- 
struction, Peritonitis, the Diagnosis of Various Forms 
of Intestinal Obstruction, the Oeneral, Special, 
and Surgical Treatment of Intestinal Obstruction, 
Wounds and Bupture of the Intestines. A valuable 
feature of this work, are the carefully prepared tables 
of cases of coeliotomy for gunshot wounds of the 
abdomen. To the surgeon,a8 well as the general practi- 
tioner, this brochure will prove of gi'eat value as an 
exposition of the present status of abdominal surgery. 



Annual op the Universal Medical Sciences. 
A yearly report of the progress of the general 
sanitary sciences throughout the world. Edited 
bv Charles E. Sajou, M.D., and Seventy Associate 
Editors, assisted by over Two Hundred Corres- 
ponding Editors, Collaborators and Correspon- 
dents. Philadelphia: F. A. Davis, 1891. 

This series of five volumes fully maintains the high 
position of its predecessors. To the general practi- 
tioner and specialist alike, this work furnishes a 
complete record of the year's doings in all depart- 
ments of medical science. Those who have spent 
many weary hours in hunting up the literature of 
subjects in which they are interested at our medical 
libraries, will appreciate the boon confered by a work, 
which presents, in succinct yet clear manner, the 
essence of thousands of articles that have appeared 
during the year in periodicals published in all parts 
of the world. The general practitioner will find these 
volumes a vast storehouse of facts arranged so as to be 
readily accessible, and enabling him to become ac- 
quainted with the views of authors writing in 
languages with which he may not be conversant. 
The Editor, Dr. Sajou, is to be congratulated on 
having secured the co-operation of so many distin- 
guished collaborators. The arrangement and typo- 
graphical appearance of these volumes is all that can 
be desired, and the numerous chromo-lithographs 
and maps are well executed and add to the value of 
the subject matter. 
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EHDOSOOPT n UBEIHBAL DIBEASEa 



Is endoscopy of any use in the treatment of urethral 
diseases ? Is the endoscope an instrument of pre- 
•cision enabling one to recognize and treat, according 
to rational methods, deyiations from the normal ; or 
is it a scientific toy, a hobby of a few genito-urinary 
specialists, and a good means of impressing the patient 
with the idea that something is being done for him ? 

If verdicts go by majorities, this one will not be 
•doubtful. Out of a hundred physicians, ninety have 
perhaps never looked through an endoscope in their 
lives ; eight have used it to some extent in the past 
but have now given it up ; one uses it occasionally^ in 
obstinate cases ; and the hundredth surgeon employs 
it in each and every case. For the oscillations of the 
pendulum are equal on each side of the vertical line, 
and there are those who use the endoscope and local 
applications in every case ; as well as those who 
treat and *^ cure'' acute gonorrhoea with the strongest 
solutions of nitrate of silver. 

Safety lies in the midst ; and so we think does 
truth. Many cases of infective urethritis can be 
cared, and are cured, without any instrumental 
interference whatsoever. Others require the removal 
of old or recent cicatricial deposits— distention, divul- 
aioB, and division ; or the snaring of polypi and the 



slitting up of involved urethral follicles for their 
healing. Still others need ocular inspection and 
topical medication ; without which the roughened 
and thickened patches of mucous membrane cannot 
be treated, and our most strenuous efforts are strokes 
dealt at random, and in the dark. 

That the last class of cases is no small one is 
evidenoed by the large number of cases of chronic 
gonorrhoea, uncured and^ deemed incurable both by 
the patients themselves and their physicians, that 
abound among ns. They seem to get along fairly 
weU. Becrudescences, due to venery and drink, are 
supposed to be new attacks, and are cured in a few days 
by some drummer's infallible prescription. Perhaps 
the dark picture. drawn by Noeggerath and his dis- 
ciples of latent gonorrhoea and its effects is not quite a 
fair one, since it leaves out of consideration the large 
number of oases in which the presence of a urethritis 
not at all latent does not Interfere with marriage, 
nor cause a salpingitis. 

Yet there are dangers real enough in an uncured 
gonorrhoea, and the existence of these cases is a 
reproach and a disgrace to our skill. We do not 
believe that a single case is incurable. The way to 
health may be long and devious— filled with pitfalls 
and false roads ; but it can be found, and should be 
followed with greater diligence than is often done. 
We are too apt to regard these cases either as unim- 
portant and to be neglected, or as troublesome and to 
be gotten rid of. 

In what cases, then, is endoscopy useful, and in 
what oases, if any, is it indispensable ? In what stage 
is it to be employed, and what is the method of its 
technique ? 

Briefly it may be stated that endoscopy and topical 
applications to the urethral mucous membrane are to 
be employed as a last means, a powerful reserve, 
when other and commoner methods fail. The rou- 
tine treatment of injections, ordinary or retrojectant, 
sounds^ divulsers, urethrotomes, deep injections, an- 
trophores, soluble bougies — even balsams and sandal- 
wood, are to be employed in their logical order ; the 
simpler and commoner causes of persistence of the 
discharge being attacked firsts and then those of less 
frequent occurrence. A certain number of cases will 
be left in which the discharge still persists. Oon- 
ococci are found in it. These are the cases for a steady 
and persistent use of endoscopic treatment. 
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In almost eyery case a careful inspection of the 
nr^ethral canal, reyeals some change. Batches here 
and there, or perhaps a single spot of congested 
mucous membrane will be seen. The light pink hue 
proper to the normal mucous membrane will be 
absent, to bo replaced by a dark angry crimson color. 
The smooth glistening appearance of the normal 
epithelium is gone ; it is replaced by a roughness, 
which in some cases may be so great as to form a 
velvet-like pile. There may even be distinct villi. 

"We believe that there is no case in which some 
alteration will not be found. Granted that all com- 
plications of the nature of stricture or folliculitis 
have been looked for and removed, or found to be 
absent ; a physical lesion lies at the base of every 
case of persistent urethral discharges. 

Not everyone, however, can look through an 
endoscope and recognize what he sees. Practice and 
long-continued and careful study are necessary before 
disease changes can be difFerentiated from normal or 
accidental appearances. STo one can be expected to 
see much the first time he looks through a microscope 
or an ophthalmoscope, The endodcope is a simple 
tube, witb no optical or mechanical mechanism ; but 
its length and narrowness, the reflection of light 
from its polished interior, and the nature of the illu- 
minating agent employed, alter appearances greatly, 
and render experience as necessary as it is in the 
case of the other two instruments. 

Granted that sufficient skill in diagnosis has been 
acquired, the endoscope is slowly withdrawn, and 
stopped at each point where a change is recognized. 
Every altered spot is touched with a long and slender 
cotton wrapped probe dipped in the medical applica- 
tion. Thus at one and the same operation there is 
made not only a thorough inspection of the canal, 
but also the local treatment. 

As regards the remedies to be employed nitrate of 
silver fills all the indications, and is almost a specific. 

We must beware of expecting too immediate a 
result from this as from any other method of treatmen t. 
Persistent efFort, often extending over months, is 
necessary in old cases. 

But success does finally crown our efforts in every 
cafle. The spots becomes less and less villous, less and 
less congested. The discharge, save for a slight 
increase on the day of application, diminishes and 
disappears ; the gonococci are no longer found. 

And so the gleet, which perhaps has lasted for years, 
is finally cured, and a case that has been perhaps 
given up as hopeless is restored to health. Intelligent 
and persistent effort in the right direction will meet 
with its reward. 



ALBUimrusu asd subgioal OFEEATIOHS. 



Ik an interesting article read by Dr. J. W. Long, 
before the Southern Surgical and Gynaecological 
Association, the author arrives at the following con- 
elusions : 1. That it is very rare for either ether or 
chloroform to injure healthy kidneys. 2. That when 
renal disturbances from the use of an ansBsthetic, the 
kidneys being healthy, occur, they are due rather to 
prolonged narcosis, exposure of the patient,.or perhaps 
to the combined influences of the operation and the 
anesthetic. 3. That a mild degree of albuminuria or 
nephritis, especially if recent, is not a contra-indica- 
tion to the use of chloroform or ether. 4. That even 
in the presence of advanced and extensive renal 
changes an ansBsthetic might be employed, provided 
the patient or family are advised of the additional 
risk. 6. That, while it is by no means the rule,^ 
profound functional disturbances, and even organic 
lesions, may be induced by an operation, apart from 
the influence of the ansssthetic. 6. That such renal 
changes are due to reflex sympathetic action or 
sepsis, or both. 7. That operations on certain parts, 
notably the abdominal and genito urinary organs, and 
about the mouth and rectum, are especially likely to 
produce renal complications. 8. That albuminuria 
is always indicative of renal lesions, and should be 
regarded with distrust, but is not a positive contra- 
indication to an operation. 9. That when albumin- 
uria is associated with other evidences of advanced 
renal changes no operation should be undertaken 
without first candidly stating to the patient or friends 
the dangers incident to the condition of the kidneys. 

The presence of albumen in the urine after opera- 
tions has too frequently and too unanimously been 
attributed to the anaesthetic employed. It were idle 
to deny that ether and chloroform are at times at 
fault in the matter, but we must recognize other 
causes for this occurrence. Dr. Eobert P. Weir, of 
New York, has attributed the presence of albumen to 
a septic infection occuring during or after the opera- 
tive procedure. The occurrence of albuminuria takes 
place, we are certain, in many cases as a result of 
extension of nephritic irritation which exists before 
the operution without manifesting itself by the 
appearance of albumen in the urine. The exposure 
of patients to cold, which was more frequent in the 
days of the universal use of sprays, has also been a 
cause of congestive renal changes followed by tern* 
porary or permanent albuminuric manifestations. 
Finally some patients show paroxysmal attacks of 
albuminuria whose pathologicid significance is still 
uncertain, but which are known to follow moral and 
physical shocks and to rapidly disappear. 
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FOUB OASES OP TUlfOBB OF THE LABTNX BUOOESS- 
FULLT TREATED BY OPERATION.^ 



By H. Holbrook Curtis, M.D., New York. 



The four cases which I present to-night represent 
a typical class of cases of papilloma of the vocal cords, 
which are interesting to the laryngologist in several 
particnlars. It is generally supposed that a papilloma 
when removed is not apt to recur. The first case I 
show is interesting in that it illustrates a recurrence 
of the growth in exactly the same position nine years 
after the removal and apparent cure of the trouble. 

In October last Mr. R was brought to my 

office by Dr. Arango for operation upon a tumor 
situated on the left vocal cord at the junction of the 
anterior and middle third. The.growth was attached 
by a broad pedicle and rested on the upper surface 




Fig. 1. 

of the band. Though it could be pushed over the ch ink 
mechanically, it never disappeared during the act of 
inspiration. The patient brought a letter written to 
his father, who was a physician, by Dr. Clinton 
Wagner, who had sketched the growth and written a 
letter descriptive of it as far back as 1S82 — when Dr. 
Wagner had removed it. The growth then appears to 
have had its attachment below instead of on the 
upper border, but in the same relative position. I 
will read the letter which is as follows, and present 
the case for your observation. 

November 19, 1882. 
DKABDocTcm: 

In reply to yonr letter received some days ago, I would 
state that the growth I removed from your son's larjnz was 
attached to the left vocal cord at about the junction of the 
middle with the anterior third. It seems to be attached rather 
to the inferior surface than the free edge, but during phona- 
tion it would come plainly into view. 

On account of the excitable and nervous temperament of 
Mr. Roesi and the very sensitive condition of his larjnx, I 
foond it very difficult to introduce my forceps. After several 
attempts I succeeded in seizing the growth with the forceps 
and removing it entirely. I made use of Mackenzie's antero- 
posterior cutting forceps. 

*Read before the Laryngological Section of the N. Y. Academy of 
Medicine, April 28, 1801. 



The growth has the appearance of a fibroma. I shall be 
glad to place it at your disposal, should you care to exhibit it 
at the meeting of your county society. 

I examined Mr. Rossi's larynx a few days ago. Approxi- 
mation of the cords is perfect and no trace of the growth is 
visible. Yours truly. 

CLINTON WAGNER, M.D. 

The patient is by profession a civil engineer and 
of an excessively nervous temperament. I was en- 
abled however, after eight preliminary exercises, to 
remove it entirely by means of Mackenzie's antero- 
posterior cutting forceps, and exhibit it in a small 
vial (Fig. 1.) The voice which was very husky is at 
present restored and the nervousness is greatly bene- 
fited. Patients of this kind ar*! apt to lose so much 
air in speaking that they beco. J exhausted easily, and 
we generally find them in an extremely nervous 
condition. 

Case II is that of a blacksmith, who first noticed 
his voice to have become affected some three months 
previous to his appearance. He came to my office in 
October last with a large pediculated papilloma 
attached to the under surface of the left cord, at the 
junction of the posterior and middle third. The 
tumor was sometimes sub-glottic and often supra- 
glottic during phonation, frequently engaging be- 
tween the cords when speaking, causing great vocal 
disturbance. This case resembled the foregoing in 
many particulars, though the growth as, you see by 
the specimen, is much larger. I was enabled to re- 
move it in six sittings (Fig. 2). 



Fig. 2. 

Case III is very interesting in that, besides the 
more frequently found pediculated growths, we find 
associated the flat polypoid variety which often ex- 
tends into the ventricles, and closely enveloping the 
cords is apt also to be intimately attached to the in- 
ferior surfaces of the same. The removal of these by 
instrumentation alone is well nigh impossible, and 
the rapidity with which they recur, if the entire 
growth has not been removed, is remarkable. The 
patient in question came to me in June last with the 
following history : He had always been a singer, and 
during a trip to Texas three months previously had 
indulged in a prolonged session of tone production, 
more or less associated with indulgence in the well 
known wine of that country. He said he had sung 
in the night air until he had become hoarse, which 
was the initiation of the trouble in his larjmx which 
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finally brought him under my observation. When 
first seen by me in June he had simply a light 
colored, polypoid, soft, matted growth on the right 
cord. While sojourning at the seashore during July 
and August and not submitting to treatment, a 
pediculated growth similar to those I have shown 
appeared on the lower border of the left cord, well 
rounded and differing in character from the other 
growth. After instruments had been introduced, 
during September, a similar soft growth appeared upon 
the left cord directly opposite the one upon the right, 
which is shown in the drawing (Fig. 3). The pendu- 
lous growth I had no difficulty in removing by a vigor- 
ous curetting, and succeeded in reducing the softer 



careful examination I perceived in the anterior com- 
missure a small growth the size of a millet seed, 
which frequently engaged during phonation and made 
the voice of a strange, breathy tone. This little teat 
frequently became strangulated in the production of 
any note above E of the middle register, clouding 
the tone. During deep inspiration I next discovered 
that the smaller growth was but the cap of a sub- 
glottic niToplasm much larger in size, which was 
hidden in the anterior depression below the cords. 
The constant pressure of the smaller growth had left 
a y shaped indentation in the left cord. The sketch 
which I have drawn shows the relative position of 
the growths, which upon microscopic examination 
proved to be papillomata (Figs. 4 and 5). 



Pig. 8. 

broad based growths in the same manner, together with 
use of the antero-posterior forceps. After every opera- 
tive procedure an intense inflammation of the cords 
occurred, which necessitated an interim of two weeks 
in the treatment. Toward the middle of December, 
I suggested a six weeks cessation of attack to ascer- 
tain the true condition of affairs, before which in- 
terval I had removed nearly all the growths and ap- 
plied chromic acid freely to the bases. On again 
seeing tlie patient on February 18th, I found the 
growths to have been reproduced upon both cords, 
but the pediculated growth not to have recurred. I 
succeeded in taking the new growths both off at the 
first sitting, much to my surprise, and you will be 
able to see the inflamed bases and the detritus which 
is the present difficulty to be overcome. I intend to 
try the tri-chloracetic acid, and would be glad to 
hear some remarks on selective caustics from anyone 
who may have had experience in these cases.* 

Case IV will be interesting in that it illustrates 
a point I have frequently remarked in my prac- 
tice, viz,, that singers are especially prone to be 
afflicted with papillomata. The patient enjoyed for 
many years the proud distinction of being one of the 
first tenors of the world. Some five years since, he 
was seized by a severe bronchitis and inflammation 
of the lungs. He experienced severe hffimoptyses, 
and at tlie end of the acute trouble he was left with 
a chronic bronchial catarrh and a marked decrease of 
lung expansion. Since this time, until January of 
last year, he complained of a progressive lessening of 
vocal power and insufficient respiration. Upon 

* Since exhibiting this oase complete recovery has taken place. 



Fiflr. 4. V\g. 5. 

The patient when referred to me in January of 
last year by Prof. Ogden Doremus, was suffering 
from a chronic laryngitis, the result of the condition 
described above, and a post-nasal catarrh of unusu.'d 
severity due to a septal enchondroma. His throat 
was exquisitely sensitive and he was peculiarly in- 
tolerant of cocaine. For five months, daily exercises 
were attempted in order that the forceps, which 
were especially constructed, might be introduced 
without disageeeable spasm and vomiting. This in- 
terval was taken advantage of for removing the 
nasal obstruction and relieving the catarrhal symp- 
toms which were present. During the montli of 
May I was enabled on two occasions to engage the 
sub-glottic growth in the double fenestrated forceps 
and remove the greater portion of it, but to my great 
disappointment the small growth still persisted and 
caused great annoyance. Applications of chromic 
acid were made below the anterior commissure at 
intervals of some six days by means of a lead catheter 
bent in such a manner that the eye in which was 
placed the acid should become prominent, as shown 
in Fig. 6 ; until the base of the growth was 
thought by me to have been sufficiently cauterized. 
The little growth which now was always thrown up 
between the' cords in phonation seemed to bafBe 
every effort at removal. However, on the thirteenth 
of July when I came in town by appointment to see 
the patient, to my great gratification, the entire snr- 
mounting growth was removed by a single introduc- 
tion of the instrument. More or less bleeding 
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Fig. 6. 

ensned, and I found that the sharp forceps had pene- 
trated nearly half way through the body of the left 
cord. The patient spoke with difficulty and for some 
days I was filled with anxiety as to the result. I 
ordered him at once to Lake Hopatcong^ with in- 
gtnictions not to speak a word for a month, at the 
end of which time it was apparent that the cord had 
entirely restored itself. As the band became con- 
gested in that locality whenever the patient at- 
tempted to use his voice, I did not permit him to 
appear in public, until the middle of December.* 
To-day there remains no evidence of the tumor, and 
unless a recurrence of the growth takes place, as the 
patient is but forty-four years old let us hope that 
the voice which will go down in musical history as 
among the most charming and artistic, will for 
many years to come illustrate the perfection of the 
pure Italian school. 

HEMIA IN IHFANOT ASD ITS OORBEOT 
TBEATMEHT. 



By Alexander Dallas, M. D., New York. 
C<m9ulUng Surgeon to the Bayonne HoepUal, 

The increasing interest shown in the treatment of 
hernia is an encouraging sign and warrants the in- 
ference that the days of apathy and neglect are pass- 
ing away and that, ere long, this important subjeot 
will receive the care and attention it deserves. The 
indifference of the profession in the past has been 
most calamitous ; its further continuance will prove 
SQicidal, for the time is rapidly approaching when 
the medical attendant will be held to as strict ac- 

^Ihare espeoUlly to thank Dn. O'Dwyer and Myles for valuable 
iQggettlons and aasistanoe In the above case. 



countability in the treatment of hernia as he now is 
in a case of fracture or other serious injury. Here, 
as elsewhere, success can only be attained by intelli- 
gent, persistent effort, and every case of hernia de- 
mands and should receive the physician^s best atten- 
tion. Particularly is this the case in children, in 
whom hernia is quickly responsive to treatment, and 
the physician who, through neglect or ignorance, 
allows a child to grow up to manhood handicapped 
by so serious a disability, is guilty of criminal care- 
lessness. Only those who are interested in this 
subject fully realize the immense amount of pain, 
discomfort and despondency, altogether unnecessary 
and avoidable, from which these patients suffer, and 
no amount of effort is too great to arouse the body 
of the profession to their clear duty in the matter. 
Our teachers, naturally, are looked to as the expo- 
nents of all advances in medicine and become, to a 
large extent, the moulders of professional opinion in 
the special branches to which they devote themselves, 
but, unfortunately, our teachers in hernia are either 
silent or give forth a very uncertain sound. 

A few months ago an article appeared in one of 
our medical journals, written by W. B. De Garmo, 
M. D., Professor of Special Surgery (Hernia) in the 
N. Y. Post-Graduate Medical School, under the cap- 
tion "Hernia in Infancy and its Treatment,'' in 
which the author distinctly states that *'it is the 
intent and scope of this paper to give to the general 
practitioner a few hints that may aid him in the 
diagnosis and treatment of this class of cases.'' As 
" one of them," I venture to dissent from some of 
the hints contained therein, and while the article 
contains much that is good, it also contains state- 
ments that, in my judgment, are misleading. Using 
it as a text, I will endeavor to emphasize the good 
and eliminate what appears to me to be the evil. 

About one half of all abdominal hemiss occur dur- 
ing the first five years of life and, as they can almost 
all be cured under proper treatment, the importance 
of the subject can be readily appreciated. Generally 
these cases first come under the care of the family 
practitioner and he, to avoid trouble and evade re- 
sponsibility, prescribes a truss and hands the case 
over to the nearest druggist or instrument maker, 
taking no further interest in it. The surgeon who 
would prescribe a splint for a fracture and expect the 
splint-maker to apply it would be justly condemned 
by the whole profession ; and, yet, the one is just as 
rational as the other. No truss maker, however 
skillful a mechanic he may be, can be expected to 
give that intelligent service which the case demands, 
nor has any physician the right to evade his own re- 
sponsibility in the matter. 
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Hernia in infancy may be divided into congenital 
or acquired, the congenital being due to causes opera- 
tive at birth, such as preternatural openings etc., 
although the hernial protrusion may not show itself 
for years. The acquired form is always due to forci- 
hle effort of some kind. The varieties of hernia met 
with are four, the inguinal, umbilical, ventral and 
diaphragmatic. Femoral hernia is never found at 
this period of life. Diaphragmatic hernia is very 
rare and is usually congenital, although one or two 
cases of the acquired form are recorded, due to trau- 
matism. It is a protrusion of the abdominal viscera 
into the pleural cavity through an opening in the 
diaphragm. Ventral hernia is a protrusion of the 
viscera through some part of the abdominal walls, 
generally in the linea alba. It also is somewhat rare. 
To say that *^ congenital hernia refers to a protrusion 
of the viscera into the cavity of the tunica vaginalis,'* 
as our author states, is somewhat misleading and can 
only refer to one form of congenital hernia (inguinal). 
Inguinal hernia is the most common of all the varie- 
ties of infantile hernia. It is more frequent in boys 
than in girls. In 1,616 cases, there were 1,409 males 
to 107 females. It is also more frequent on the right 
side, due to the pressure of the liver and the slightly 
lower attachment of the mesentery on that side. It 
is a more serious affection in boys and, unless care is 
exercised, much trouble may result. In girls, it is 
not so serious and is more easily cured, unless com- 
plicated by prolapse of the ovary. When this occurs, 
the ovary should be returned at once ; if irreducible 
it should be removed. 

The formation of congenital inguinal hernia is 
usually rapid. After passing through the inguinal 
canal, it drops to the bottom of the scrotum, lying 
in front of, and obscuring the testicle, the separation 
between the two being often difficult to make out. 
The thickening of the cord, referred to by the author 
as a strong diagnostic point, I have not met except 
as due to pressure. The acquired form of inguinal 
hernia is generally slow in its formation. Beginning 
as a bulging over the upper part of the canal, it 
gradually descends along the cord into the scrotum, 
carrying before it a true hernial sac formed of peri- 
toneum. Here'the outlines between the testicle and 
tumor can readily be defined. 

Umbilical hernia is the next most frequent form of 
infantile hernia, and is a protrusion of the viscera 
through the umbilical aperture. It may be congen- 
ital or acquired. The author states that ^Mt is 
about equally divided between males and females, *' 
but, as a matter of fact, it is much more common in 
girls. This is attributed to the larger size of the 
umbilicus in the female sex, a condition recognized 
by the ancient sculptors, as seen in their statuary. 



In infancy, the contents of the hernial sac are 
almost invariably intestinal, omentum being rarely 
found. This is said to be due to the proportionately 
longer mesentery, but, perhaps, more to the poorly 
developed condition of the omentum. 

Among the predisposing causes of hernia, arrest or 
want of development is the most efficient. In the 
umbilical form, the non-closure of the opening for 
the transmission of the omphalo-mesenteric vessels is 
the most frequent cause. In the inguinal variety, 
among the more prominent may be mentioned the 
incomplete or delayed descent of the testicle, leaving 
a patulous tunica vaginalis, and the incomplete for- 
mation of the internal oblique, trausversalis and 
cremaster muscles. Inherited predisposition is 
claimed to be a very common cause, especially under 
twelve months of age. Age, also, is said to exercise 
a very material influence. In the fii*st year after 
birth, hernia occurs in the proportion of I in 21, in 
the second year, 1 in 29, in the third year, 1 in 37, 
gradually decreasing in frequency up to the thir- 
teenth year. Race, too, has some influence. Hernia 
is less frequent in the negro than in the white man, 
except in the ventral form. Lascars seldom have it. 
The Irish suffer less from it than the French or Grer- 
mans, while the Jews are very prone to It. The in- 
fluence of an abnormally long mesentery is somewhat 
doubtful. In the monkey and other animals, where 
a long mesentery is the rule, hernia is almost un- 
known. A patulous funicular process is looked on 
as one of the most frequent causes of hernia and, yet, 
man is about the only animal in whom it normally 
becomes obliterated. A tight bellyband may occa- 
sionally act as a predisposing cause. Among the ex- 
citing causes may be mentioned constipation, over- 
distension of bowels, crying, coughing, vomiting, 
straining from a contracted prepuce, etc. 

The diagnosis of infantile hernia is usually easy. 
The appearance of a tumor at one of the openings, 
its elastic feel and ease of return, its increase in size 
in the erect position or during crying or straining, 
its disappearance in the recumbent position, and, 
usually, its absence after rest in bed, its impulse on 
coughing, all point to hernia. Then there is the 
sharp, violent pain when the hernia appears sud- 
denly ; or, when it comes more gradually, the dull, 
aching, recurring pain or soreness always present 
when distension of a natural canal occurs. 

But there are conditions simulating hernia where 
the diagnosis is extremely difficult and can only be 
arrived at by exclusion. In umbilical hernia, we 
may have dropsy of the funis, malignant growths or 
cysts. In inguinal hernia, the conditions are some- 
times very puzzling, but in all cases the examiner 
should first assure himself of the presence of the 
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testicles in the scrotum. If absent from the scrotum, 
it may be found lodged in the canal or lying just 
outside the external ring^ where it is often mistaken 
lor hernia, especially as it appears to be reducible 
into the cavity of the abdomen. If it can be brought 
out of the canal, a light truss should be applied over 
the internal ring and the testicle encouraged in its 
descent to the scrotum. Such marked retraction of 
the testicle as flie author mentions I have never 
seen, but the history of the case should rapidly clear 
np any doubts. Hydrocele of the tunica vaginalis 
can readily be recognized by the fact that it is cir- 
cumscribed^ irreducible, elastic and translucent, and 
from its slow growth from below upward. Congeni- 
tal hydrocele, or '* windy rupture, '* is much more 
difl5cult to differentiate. In this condition we have 
stumor in the scrotum which can readily be reduced, 
but which quickly reappears on assuming the up- 
right position. The absence of pain or tenderness, 
the lack of swelling or enlargement at the external 
ring, and the imperceptible reappearance of the 
tumor while the finger is held over the canal, will 
help to distinguish this condition. It is important 
to diagnosticate this, as it materially interferes with 
the cure of the hernia and cannot be retained bv 
truss. Hsematocele is readily distinguished from 
hernia by its history of traumatism. 

" In discussing hernia of early life, it i& important 
that we should have a clear understanding of 
* irreducible,* ' incarcerated, ' and * strangulated ' 
hernia ; " but the author omits to give the data for a 
clear understanding of the subject. 

When from its shape, the existence of adhesions, 
or its vei-y nature, a hernia cannot be returned into 
the cavity of the abdomen, it is called " irreducible " 
hernia. Intestinal movements are not obstructed 
nor is the circulation arrested. Irreducible hernia 
is rare in childhood. When adhesions do occur, they 
are readily broken up and the hernia reduced. 

An ''irreducible** hernia occasionally becomes ob- 
structed through the accumulation of flatus, impacted 
feces, etc , then constituting the condition termed 
** incarcerated** hernia. The term is also used to 
denote a partial strangulation of the gut without 
much pain or intestinal obstruction. This condition, 
if seen early, is not serious, but if neglected, may 
rapidly become so. Hence, the advice given by the 
author is dangerous and, if followed, may end in 
disaster. He says : '^ I have found that these cases 
need cause no uneasiness so long as urgent symptoms 
are not present; usually after the child sleeps, or dur- 
ing sleep, the mother can by gentle pressure reduce 
the tumor.** ** Urgent symptoms ** are liable to de- 
velop at any moment, and mothers, as a rule, are 
not sufficiently expert in diagnosis to be depended 
on. 



In "strangulated** hernia, the constriction is so 
severe as to arrest circulation, paralyze the nerves, 
and cause intestinal obstruction. If complete, gan- 
grene rapidly .supervenes; if less complete, linear 
ulceration of the parts compressed occurs. Fortu- 
nately, it is not a common occurrence in infancy and 
can readily be overcome without surgical interfer- 
ence. One or two doses of the mixture which has 
invariably proved successful in my hands will rapidly 
effect reduction and will prevent the possibility of re- 
duction ''en bloc.** (See Medical New8 Nov. 28, 
1891). If necessary, it can be used per rectum. In 
infants, it is generally advisable to use an ansesthetic 
to quiet their struggles. In adults it is not necessary. 
In cases of intestinal obstruction, it must not be for- 
gotten that a hernial tumor may be found at one of 
the usual outlets and, yet, it may not be the cause of 
obstruction. In such cases, reduction by taxis, with- 
out relief of the symptoms, will prove that the cause 
must be sought elsewhere. 

In the cure of hernia in infancy, mechanical treat- 
ment unquestionably occupies the first place. In 
adults, questions of expediency or necessity may de- 
mand operative interference, but in children surgi- 
cal measures are unnecessary and uncalled for. 
Mechanical treatment, properly applied and per- 
sistently carried out, will cure all cases of infantile 
hernia, with scarcely an exception, and the cures 
will be as permanent as by any operation and with- 
out risk. 

" Statements that operations are advisable on child- 
ren, because trusses cannot be worn, are born of 
absolute ignorance of the mechanical treatment of 
hernia ; as a matter of fact, infants tolerate truss- 
pressure better if that pressure is intelligently applied, 
than do adults.** Even at the risk of being classed 
amongst the ignorant, I believe there is a good deal of 
truth in the claim, as trusses are ordinarily applied : 
the second part of the quotation is contrary to all 
teaching. Physiology tells us that the nervous 
system is much more developed, proportionately, in 
children than any other, and is more sensitive to 
impressions than at any other period of life. Daily 
experience confirms the findings of physiology and 
proves, beyond a doubt, that children react to pres- 
sure, or irritation of any kind, more readily than 
adults. The fact is that symptoms of irritation from 
improperly applied and unduly severe truss pressure 
can be found m all these cases, but, heretofore, they 
have been wrongly attributed to other causes. 

The author states that " there is no lack of 
good trusses in this country.** Unfortunately, he 
does not name some of them. He condemns all side 
trusses, those where the pad is i)laced on a descending 
arm, all soft trusses, and the so called French and 
Oerman styles of truss. The "cross-body" truss 
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which he so highly recommends is, in mj judgment, 
particularly objectionable. It is a single truss, whereas 
in inguinal hernia in children, the truss should always 
be double, as the predisposing causes to hernia exist 
alike on both sides. Then the constant motion to 
which all side-spring trusses are necessarily subjected 
through muscular contractions, bodily movements, 
etc., is here intensified on account of the longer arm 
of the lever ; excoriation of the skin is unavoidable ; 
the point of the greatest pressure is outward, against 
the weakened external pillar of the ring, and down- 
ward, increasing the compression of the spermatic 
vessels between the pad and the pubic bone. 

The following quotation represents the most ad- 
vanced teaching of the present day and explains itself : 
** Only a light pressure is required if its location is at 
the right spot. A very common, almost universal 
error in applying trusses is in putting the pad too 
low. If the pad rests over the pubic bone its efficiency 
is at once destroyed. It should be borne in mind that 
the design of truss-wearing is to keep the bowel 
entirely within the abdomen, and in order to accom- 
plish this in a thorough manner, the supporting 
pressure must be very nearly over the internal ring. 
The descent of a hernia may be stopped at the 
external ring ; and while it may in this way be kept 
out of sight, it still occupies the upper part of the 
«anal, and a cure will never result. A truss pad that 
rests against the bone cannot thoroughly protect the 
upper part of the canal, it is held away from it, and 
the child is made uncomfortable. When the truss is 
fitted high, the parts back of the pad are soft and 
yielding, and it is worn with comfort.^' Here we 
have some truths and some misleading statements 
mixed up. Light pressure only is required if the truss 
be applied and retained over the right spot, and there 
is only one right spot, directly over the internal ring. 
The bowel cannot be retained thoroughly within the 
abdomen by applying the pad nearly over the internal 
ring, Whsn the pad rests over the pubic bone, its 
efficiency is at once destroyed, and the child is made 
uncomfortable. Here are two truths, the importance 
of which cannot be overestimated, and the full 
recognition of which by the profession will mark an 
era in the correct treatment of hernia. The trusses 
now in use all infringe upon the pubic bone. Even 
when applied over the internal ring, they soon sink 
down until they rest upon the bone. An attempt is 
made to overcome this tendency to droop by increas- 
ing the strength of the spring, but the receding 
abdominal walls, muscular contractions, and the force 
of gravity are obstacles too great to be overcome. In 
the so-called elastic trusses, the pad is anchored over 
the bone by the perineal band, while, in the lever 
truss, the pressure is applied from below upward. 



thus dilating the upper portion of the canal. The 
evil effect of these trusses is intensified by the shape 
of the pad used. In the majority of cases, this is round 
or conical, and its projecting surface, driven by the 
powerful spri;ig, bores its way into the opening and 
actually enlarges it. The flat pad, while not dilating 
the opening, increases the pressure at its lower edge. 

Now, why is the child made uncomfortable when 
the truss rests on the pubic bone, as it invariably does f 
A glance at the anatomy of the parts will at once 
reveal the cause. Passing out of the inguinal canal 
and over the sharp edge of the pubic bone, we find 
the vas deferens, spermatic arteries and veins^ 
nerves and lymphatics, here covered only by integu- 
ment and superficial fascia. Bight over these impor- 
tant vessels is placed a steady pressure of 2 to 4 lbs., ia 
some cases double, kept on continuoudy for six 
months or a year or more. Apply this pressure for 
the same length of time over any other portion of the 
body, and only one result will follow : pain, nervous 
irritability, atrophy, loss of function, etc. So it is 
here, but more marked, on account of the important 
organs involved and the peculiarly susceptible con- 
dition of the nervous system in children, resulting 
finally in a lowered vitality which renders them an 
easy victim to any intercurrent attack. To deny 
the existence of these symptoms is to gainsay plain 
facts, proven by analogy and experience. In the 
past, they have been attributed to other causes, to the 
'• teeth " or " colic,'* &c., &c., or looked on as unavoid- 
able and due directly to the rupture itself. Remove 
your pressure over the pubic bone and the disagreeable 
symptoms will soon disappear. 

65 West 36th, St. 



0A8E8 OF DISLOOATIONS FSOH PBAOTIOE. 



By J, W. Williams, M.D., Columbus, Tenn. 



Case 1. W. Gamble, aged twelve, fell from a 
fence, February 8, 1861, dislocating the radius and 
ulna backwards. A physician was called who attempt- 
ed reduction, but left the arm on a pillow unflexed 
and unreduced. On September 15, 1861, the lad was 
brought to me. It was then seven months and seven 
days since the dislocation. I found complete anchy- 
losis of the elbow joint, and that the coronoid process 
of the ulna was in the olecranon fossa. My diagnosis 
was confirmed by Drs. Stone and Gates. 

The lad was anaesthetized with chloroform, and the 
arm was twisted, pulled, flexed and extended, until all 
the adhesions were broken up. The arm was then 
flexed over the knee and reduction completed. It 
was then placed in a flexed position in a well padded 
splint, provided with screws for flexion and extension. 
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MoYements of flexion and extension were kept up 
daUy for three weeks, at first slight bnt increased in 
force as the inflammation subsided. Gold applica- 
tions were employed continuously. It is now over 
thirty years since the accident, and the patient has a 
good serviceable joints with almost perfect motion. 

Case 2. On May 3, 1868, I was called to see Mr. 
Samuel Ingram, aged sixty-six years, who had been 
thrown from his horse forward^ striking upon the 
palms of both hands, dislocating the carpal bones on 
both sides backwards. The carpus was resting on the 
radius and ulna. By extension, making traction on 
the hand, I at once reduced the dislocations with an 
aadible snap. The treatment consisted in the appli- 
cation of two compresses to each arm — the one 
anterior, the other posterior — secured by bandages. 
These, however, were left off by the patient in a few 
days, the result being a slight deformity in the region 
of the semilunar bone in both articulations. The 
deformity, I think, was caused from using the limbs 
before the x)osterior ligaments had healed. However, 
the function of the joints was not impaired. 

Case 3. On April 6, 1883, 1 was called to see Mrs. 
C. M. W., who had fallen on the knee eight months 
prior to this date, dislocating the patella of the right 
leg outward and upward. The leg was slightly bent 
and crutches were used to aid locomotion. Having 
placed the limb in the proper position, I rapidly 
reduced the dislocation by pressure with the fingers. 
The patient at once was able to walk on the injured 
limb, and has not had a recurrence of the luxation 
I for nearly nine years. Much of the time during her 
lameness she had been treated for rheumatism, and 
I the dislocation had not been recognized. 

Case 4- On March 10, 1885, 1 was called to see 
I Mrs. M, A., of Columbia, Tenn., aged sixty-seven 
I years. She had, while walking in the yard, slipped 
i on the ice and fallen, striking on the palm of the right 
hand, dislocating the carpal bones backwards, the 
bones resting on the radius and ulna, I at once sent 
for my friend, Dr. A. Pillow, of this place, who ex- 
amined the arm and confirmed my diagnosis. The 
doctor held the arm firmly while I made exten- 
sion from the hand, and almost instantaneously the 
great deformity disappeared with a loud snap that 
I all in the room heard. I had not forgotten the slight 
I deformities in my similar case of double dislocation 
of the carpus ; and we placed two well padded splints 
on the arm, maintained in position with bandages. 

These we ordered kept on for five weeks, and 
removed daily. Believing that all the ligaments 
were, lacerated we enjoined rest until they had 
healed. For the adoption of this precaution Dr. A. 
' Kllow and myself were rewarded with a perfect cure 
in every respect. 



Ql9i(:al D^partm^ijt 



80IERHUS OP THE BEEAST— HARELIP. 



By John A. Wyeth, M.D., 

Prof 6S9or of Surgery at the New York Polyclinic; Vmting 
Surgeon to Mt. Sinai Hospital, etc. 



The first patient was a female thirty-five years of 
age, with a malignant tumor of the breast. She gave 
no history of her trouble, further than that six weeks 
previously she noticed a small lump make its appear- 
ance on the left mamma. Dr. Wyeth diagnosed the 
tumor as scirrhus, basing the diagnosis on the age 
of the patient and the character of the growth. 
New formations in the mammary gland are more 
frequently malignant than benign. Adenomata of 
the gland are rare. 

Scirrhus of the breast which is the most frequent 
of all the varieties of cancer, generally appears, the 
operator said, as a single, hard lump situated in the 
gland structure and frequently found deeply em- 
bedded in the organ. Two or more such lumps may 
appear at the same time in different parts of the 
gland tissue and finally approach each other, so as to 
form a single nodulated mass. Scirrhus does not, 
as a general thing, develop rapidly at first, but after 
it has reached a certain stage, it spreads with very 
great rapidity and, if not attended to, soon invades 
the tissues around the breast and the muscles of the 
chest. Circulation in the remote parts of the gland 
is interfered with on account of pressure of the 
tumor, and' ulceration takes place. In the later 
stages of the affection the lymphatic engorgement is 
more marked and the evidences of compression of 
the thoracic and axillary nerves more apparent. 
The effects of pressure are, however, not confined to 
the nerves alone, but the interference with the return 
circulation in the axillary vein may give rise to a 
general oedema of the extremities. 

The prognosis of cancer of the breast is always a 
serious, and if allowed to remain without surgical in- 
terference, death generally ensues in from one to two 
years after the appearance of the malady. In rare 
instances, scirrhus of the breast remains stationary 
for a number of years after it has attained a certain 
stage of development, and then again progresses and 
ends fatally. With an operation performed according 
to modern surgical procedures, the prognosis is much 
more favorable. These procedures involve an early 
recognition of the malady, wide extirpation of the 
diseased tissue, and careful extirpation of the glands 
of the axilla. In all cases of cancer of the mammary 
gland the surg6on should make it a rule to open into 
the axilla, so as to be sure of the exact condition of 
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the glands there^ for these organs may be the seat of 
a cancerous infiltration which does not manifest its 
presence until an incision has been made. 

The patient was placed upon the operating table 
with the chest slightly elevated. The integument 
of the axilla and of that portion of the mammary 
gland within the field of operation was first shaved 
and washed with soap and warm water, afterwards 
with ether, and lastly with a 1 to 2000 bichloride 
solution. Sublimate towels were laid over the chest 
leaving the parts to be removed only in sight. The 
operator then carefully outlined the tumor, as he said 
it was essential that the incision should take in from 
one to two inches of healthy tissue outside the limit 
of disease. The skin and subcutaneous tissues were 
divided down to the muscles, each vessel being tied 
with catgut sutures as soon as it was cut. All oozing 
of blood was arrested by pressing sublimate towels 
into the wound as the operation was proceeded with. 
After careful dissection the tumor was then lifted 
out en masse and removed. 

The dissection, after removal of the neoplasm, was 
continued into the axillary region. An incision was 
made from that end of the elliptical wound in the 
breajBt nearest the axilla, parallel with and below the 
border of the pectoralis major muscle, and extend- 
ing as far as the arm. The integument below this 
incision was dissected up from the underlying 
areolar tissue to the posterior fold of the axilla and 
the diseased glands removed. A good sized rubber 
drainage tube was inserted into the wound, and after 
it had been closed by sutures the cayity was flushed 
with sublimate solution of the strength of 1 to 3,000. 
The wound was then dusted with iodoform powder 
and the usual dressing applied. These dressings will 
be permitted to remain in situ for a period of ten 
days, when they will be removed and may then be 
left off permanently. 

The next patient was an infant four months old, 
which was brought by its mother to Prof. Wyeth's 
clinic, suffering from a congenital cleft of the upper 
lip. This cleft, the operator stated, was due to an 
arrest- of growth in the structures- of the upper lip. 
The only cure of the deformity lay in a resort to a 
plastic operation which should be done as early as 
practicable. Infants who are well nourished and 
healthy should be operated upon at birth, or as soon 
thereafter as possible, while in the case of sickly and 
poorly nourished children the operation should be 
deferred until such a time as the patient has been 
brought into a favorable condition. 

The lecturer stated that there are numerous 
methods recommended for performing the operation 
for harelip ; but the main feature in all these differ- 
ent methods consists in trimming the edges of the 



cleft in such a manner that when they are drawn 
together the defect will be closed and no depression 
will be noticeable in the vermillion border of the lip. 
The lip in this instance was dissected away from 
the bone, after the child had been placed well under 
ether, and the intermaxillary bone was broken in the 
median line. The broken parts of bone were then 
approximated, so as to cover up the defect in that 
structure. No sutures were used to bring together 
the fragments, as the operator said the pressure of 
the lip would be suflScient to keep them in apposi- 
tion. The edges of the defect in the lip were next 
freshened and coapted, a small triangular incision 
being made on each side. Three strong silver wire 
pins were then inserted into the margin of the lip at 
a distance of about a quarter of an inch from the 
cut surface. These were passed through the lip and 
brought out at a corresponding point on the opposite 
side. A figure of 8 silk suture waa next wound 
about these. The pins will be removed in the course 
of four or five days, at the end of which time it is 
believed that union will have taken place. 



LAOEEATIONS OP THE VAGINA 



Bt George M. Tuttle, M. D., 

Professor of Gynecology at the College of Physicians and 
Surgeons, New York, 



Gentlemen : — The first patient I will show you 
to-day is a German woman, forty-two years of age, 
who has been married seven years and has given 
birth to five children. She has had two miscar- 
riages, the last one occurring six years ago. She 
commenced to menstruate when fourteen years of 
age, and has menstruated regularly up to the present 
time. Now, however, for the first time she has 
gone past her monthly sickness. 

This patient is a woman of good physical appear- 
ance. Her present illness dates from the birth of her 
first child, six years ago. She complains now of pain 
in the lumbar region, bearing down pain in the 
pelvis, which she describes as of a colicky character, 
and frequency of micturition, and occasionally pains 
on passing her water. She also complains of the 
presence of a tumor which protrudes from the vulvar 
region, and which gives her pain at times. She tells 
me with great distinctness that she first noticed this 
tumor two years ago when it began to interfere with 
sexual intercourse. It was, she states, twice its pres- 
ent size and came out gradually. 

Oftentimes, in these cases of inside tear of the 
vagina, we do not get the history of a single injury, 
that is, that the delivery of one child has given rise 
to the trouble, but that the woman has had rapid 
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labors. This woman has been in the fc'imily way at 
an average of once a year and the parts liave been 
kept at work all the time, until they have become so 
relaxed that they protrude. 

I will now push back this protrusion and try and 
show you the condition of the external parts. I 
want to call your attention to what an admirable 
. perineal body this woman has. The perineal body 
externally is, as you see, an excellent one, yet we 
have one of the worst forms of tear in this woman^ 
and one that gives the worst symptoms of any we 
can meet with. It is an inside tear and probably oc- 
curred with the delivery of her first child. 

On the right side the levator ani is torn away from 
its attachments to the vagina, and this allows the 
vagina to come down as it has no further support. 
The same is true on the other side, as we readily find 
on examination. So, we have here a protrusion of 
the posterior wall of the vagina. 

We will now see to what extent the rectum is in- 
volved in this trouble. A way of testing this is to 
pass the finger into the rectum, push the finger for- 
ward, and you can now see from the movements of 
my finger that there is a marked bulging of the wall. 
Therefore, we have a ^prolapse of the posterior wall 
of the vagina, with rectocele. 

Now, in addition to these two conditions have we 
anything else here ? Yes, we have a very unusual 
condition present. Placing my finger upon this mass 
I feel that it is an inch and a half, and possibly more, 
in thickness. As I press it you will notice a yellowish 
fluid exude from the interior. A probe passed 
through the aperture shows there is quite a large space 
inside this mass. There are no symptoms of an acute 
inflammatory disturbance. We have here that rare 
condition known as an abscess of the recto-vaginal 
septum. 

Now, how has this been brought about ? I will 
give you a few explanations of the origin of this 
trouble. In the first place, here is a part which has 
become relaxed and prolapsed. Any part that pro- 
trudes between the woman's thigh, is necessarily 
exposed to dirt, friction and injury. She has not 
been advised to push the protrusion back and keep 
it clean, and consequently has failed to do so. It 
may have suffered an injury or been bruise d to a cer- 
tain extent. This abscess may also be due to infec- 
tion from the rectum. It is also possible it may have 
begun as an ischio-rectal abscess. 

These then are the possible causes of this trouble. 
She has come here for the relief of dyspareunia which 
renders sexual intercourse painful or impossible, and 
is, in this case, a cause of sterility. So, from this 
one cause alone, you can see for yourself the great 
significance of an inside tear, and I do not think 



that I could show you another single case illustrating 
so completely the.trouble arising from this condition 
as the one before you. 

The next patient is a woman thirty-three years of 
age, who has been married nine years. She has had 
two children, the last one being bom nine months ago. 
She commenced to menstruate at the age of fifteen. 
Her menstruation is regular and previous histoiT 
good. She complains of the following symptoms : 

She has pain in the lumbar and iliac regions ; her 
bowels are costive, and she alsoinvoluntarily passes gas; 
she is troubled with vesical tenesmus — that is, after 
the passage of her water, there is contraction of the 
bladder and more or less pain. One most important 
feature in her trouble is that since her first baby was 
born, the delivery of which was instrumental, she 
has lost control of her bowels. 

As I draw aside the vulva in this case, you can see 
stretching across a white band of tissue ; you can 
also see a distinct groove on the woman^s right side. 

It is at this point the muscle was torn right down 
the median line ; then scar tissue was formed, bridg- 
ing across it, and you have a hollow sulcus with a 
little groove on either end, showing how far the 
sphincter ani has been torn. The symptoms of this 
woman are explained entirely by what we see in this 
case. This illustrates a moderate tear of the sphinc- 
ter with partial control of the bowel. 



TJLOER OP THE LIP-OHEONIO UEETHEITI8 
AND ITS TREATMENT. 



By Arpad G. Gerster, M.D., 

ProfetBor of Surgery at the Nexo York Polyclinic, Vinting 
Surgeon to Mount Sinai and the German Hoepitai, dbc. 



Gjjntlemeis" : The first patient I show you to-day, 
is a man fifty-five years of age, who suffers from a 
large ulcer on the right half of the lower lip, which, 
he tells us, has been spreading for a period of a year 
and a half. As you look at this sore you will notice 
that its edges are sharp and granulations are springing 
up all around, but still it never seems to granulate 
completely. There is apparently a molecular decay 
going on, and more than what nature supplies is 
destroyed. This defect is growing larger all the time. 

1 have examined the submaxillary region to see if 
there is any enlargement of the glands there, and find 
that there is none. But this is not surprising, for we 
find in epithelioma of the lower lip frequent immu- 
nity from secondary lymphatic involvement. Never- 
theless, this immunity has its limits, and the time is 
certain to come when the glands become infected. 

Now let me ask you the question, is this diagnosis 
of epithelioma established beyond any doubt in this 
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man's case ? That is a question that should always 
be raised in your minds, for no medical man is in- 
fallible, and we all are liable to make mistaken now 
and then. But if this is an epithelioma and we are 
certain of our diagnosis, there is but one course to 
pursue, and that is to remove the growth as quickly 
as possible. 

But if, on the other hand, this is no epithelioma, 
what then can it be ? Although this condition has 
existed for a year and six months, it may still be a 
gummatous swelling that has broken down, leaving 
behind the defect which is now present. I have seen 
gummatous swellings and tuberculous syphilides per- 
sist for a very long time. 

Now the differential diagnosis in a case like this, 
from the clinical appearance alone, is a very difficult 
one, especially where we do not find any glandular 
infiltration. I would therefore be inclined to entertain 
a doubt of its malignity and allow time to settle the 
question. If the glands were enlarged, I would un- 
hesitatingly make a diagnosis of epithelioma and 
exclude a specific affection. Should anti-syphilitic 
treatment not bring about an improvement in the 
appearance of this ulcer, we can then be certain that 
it is malignant in character ; for gummatous swell- 
ings improve mai*kedly under large doses of iodide of 
potash. This is always a wise course to follow when 
we are in doubt in such cases ; furthermore, it will do 
no harm to the patient to subject him to the brief 
test of the iodides. So in this case, we shall adminis- 
ter fifteen grains of iodide of potash three times a 
day, and if, when the man comes back again to the 
clinic, there be no marked change in the appearance 
of the ulcer, the assumption then will be that it is an 
epithelioma. In order to make doubly sure of our 
diagnosis, we shall now excise a little portion of the 
ulcer, and send it to the laboratory to be hardened 
and have sections made of it. 

If we find this to be an epithelioma, we shall in 
operating be guided by the principles laid down in 
such cases. We must pay no attention to whether 
the operation disfigures the patient or not ; we have 
to eradicate a deadly malady, and before this one fact 
everything else must give way. Vv hen you resort to 
a radical procedure, then be radical in your methods ; 
for it is much better not to undertake it at all, than 
undertake it and make a disgraceful failure. Be 
radical then, give the growth a wide birth, keep one 
inch away from the diseased margin and pay no 
attention to the defect you may leave behind. When 
you have created a large defect and the cicatrical 
contraction is great, then it will be time afterwards 
to consider the necessity of repairing this loss of 
substance by a plastic operation. 



There is one other point I must not omit to men- 
tion in this connection, for it is a point of great 
importance, and one very frequently neglected by 
the surgeon, to the great detriment of his patient. 
Whenever you operate for cancer, you do not perform 
a radical operation unless you remove at the same 
time the contiguous lymphatic g1an48. This is a 
principle that is well established as far as cancer of 
the breast in women is concerned. If you remove a 
cancer of the breast, you must remove the axillary 
glands as well, for otherwise you have not performed 
half your duty to your patient. When you are 
operating for cancer of the lip, never neglect to 
remove the contiguous glands, for it is in just such 
cases that you get your relapses. 

We shall in this case, extirpate the epithelioma, if 
it proves to be one, expose the submaxillary glands, 
and take them out, thereby guarding our patient 
against the chances of a relapse. 

The next patient is a young man who suffers from 
chronic inflammation of the deep urethra. He came 
here some days ago suffering from frequent urination, 
and we used deep injections of permanganate of 
potash, but without producing the desired effect. We 
then employed a five per cent, solution of nitrate of 
silver, and he can now hold his water for six houi*s at a 
time, while previously he was compelled to urinate 
every fifteen minutes. We have made altogether 
four injections in his case. 

This is a very gratifying result, and those of you 
who have to treat these cases of deep urethritis, with 
burning in the anus, pain in the region of the peri- 
neum and frequent urination, will appreciate the 
advantages of this form of treatment. 

The applications are made after the patient has 
urinated. He is placed on his back, the injector 
introduced beyond the cut-off muscle, and inserted in 
the neck of the bladder, but not into the bladder. 
It must be in the space between the cut-off muscle 
and the sphincter of the bladder. As I hold this 
instrument at an angle of forty-five degrees with the 
horizontal plane, it is in the neck of the bladder ; and 
I would have to depress it further and push it on to 
to get it into the bladder itself. It is in this portion of 
the urethra situated between the cut-off muscle and 
and the sphincter that the trouble lies, and it is 
there that your medication must be made to produce 
any beneficial effect. 

When a patient comes to you suffering from fre- 
quency of urination and a history of gonorrhoea, 
with scarcely any discharge, let him urinate into a 
tumbler and you will find that the urine contains 
shreds. If you give him a urethral injection of 
the ordinary sort, it will do him no good wh.itcver ; 
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for the troable is not in the anterior, but in the 
posterior portion of the urethra. We divide the 
urethra, not as the anatomist does, into the pendulous, 
bulbous, membranous and prostatic portions, but into 
the anterior and posterior urethra. 

In the books of anatomy the important function of 
the cut-off muscle is not mentioned at all, and one 
might be led to suppose that, because it is a little 
muscle, it is of little importance. This cut-off 
muscle is the one that controls the function of the 
bladder, and not the sphincter, which is, as you know, 
located within the prostate. If an inflammation of 
the anterior portion of the urethra passes this barrier 
of the cut-off muscle, and involves the deep urethra, 
there are other symptoms added to the general symp- 
toms of gonorrhoea. A general practitioner might 
say the patient had a cystitis. This man has no 
cystitis. He has no fever, his urme is normal, and is 
only charged with the pus from the urethra. 

In cases of deep-seated urethritis following a gonorr* 
hoea, apply weak solutions of permanganate of potash, 
1 to 2000, through a soft instrument, to that portion 
of the urethra beyond the cut-off muscle, and you 
will soon find a marked improvement in the condition 
of your patient. The rule is in these cases that the 
second application should be made before the effects 
of the first have passed away. Have tlie patient 
return the second day, and if the frequency of 
urination has subsided very much, then wait for the 
uext day, having ascertained how long the effects of 
the first irrigation have lasted. In accordance with 
this you can direct your subsequent treatment. 

In very chronic cases you have to resort to the 
method we have adopted here. From three to five 
minims of a five per cent, solution of nitrate of silver 
should be injected once a week, twice a week, or three 
times a week, according to the urgency of the case. 

I have seen well informed physicians attempt to 
cure cases of chronic urethritis of this kind by 
the introduction of full-sized souuds. You may 
aggrtivute the trouble, may make it worse, but you 
cannot cure it. In the treatment of urethral trouble, 
you must be guided by a clear understanding of the 
existing condition. This is a subject that is much 
neglected, but it is one that enters to a great extent 
mto the daily practice of many physicians, and it is 
quite well worth your while to give it your earnest 
attention. 

Brunner {University Med. Magaz.) concludes 
that any method of wound treatment which does not 
preserve the sterile catgut from secondary infection 
is inefficient. Catgut will retain its place in surgery 
along with silk, but it should only be used after 
being thoroughly soaked in an efficient disinfectant. 



^bstraets aijd S^leetiops. 



A SEW METHOD OP SEIN QRAFTIHQ. 



By Prince A. Morrow, M. D., 

Surgeon to CJiarily Hospital, 



The discovery by Reverdin that bits of tissue might 
be entirely ablated and successfully grafted dates 
back but little over twenty years. This method con- 
stitutes a most valuable addition to the resources of 
surgery in the healing of large surfaces after injuries 
and operations. The opinion was for a long time 
held that the smaller and more superficial the bits of 
transplanted tissue, the more favorable the chances 
of success. More recent experiments have shown that 
this limitation of the superficial area of the graft was 
entirely unnecessary. By the improved method of 
Thiersch, epidermal grafts several centimetres in 
length or breadth may be successfully employed^ 
The limitation of the depth of the graft is, in my 
opinion, equally fanciful. My own experiments have 
shown that deep grafts unite readily and perfectly,, 
provided there be an accurate coaptation of the ne^r 
material with the adjacent parts. 

As dermatologists we are interested principally in 
the bearing of these facts upon the surgery of tho 
skin. I propose to briefly call attention to a new 
method of skin grating which has, I think, an ex> 
ceedingly valuable, though somewhat restricted, range 
in cutaneous surgery. 

The peculiarity of the method consists (1) in the 
depth of the graft, which includes the entire thick- 
ness of the skin and in some cases a layer of subcu> 
taneous tissue ; (2) in the method of procedure, which 
consists in removing a button of tissue of any required 
depth by means of a round cutting instrument 
known as the Eeyes cutaneous punch, and immedi- 
ately inserting it in a receptacle or bed previously 
made by the same instrument. 

In this way there is obtained perfect coaptation of 
graft with the base and margins of the surrounding; 
tissues, thus insuring the most favorable conditions 
for immediate union of the parts. In fact, the abso- 
lute accuracy with which this may be done leaves 
nothing to be desired from a mechanical point of 
view. 

Some eighteen months ago I was led to devise this 
method by the importunity of a patient who liad bV 
come somewhat hypochondriacal on account of the 
disfigurement of an ugly scar on the side and back of 
the scalp, the consequence of a severe burn received 
in infancy, forty years previously. He had been able 
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to conceal the scar by combing the hair of the oppo- 
site side over it, until the rapid thinning of the hair 
from premature alopecia rendered this dissimulation 
no longer possible. 

I first ordered a closely fitting toupie, which con- 
cealed the deformity with some degree of success, but 
as it was difScult to retain in position and was other- 
wise objectionable to the patient, he besought me to 
attempt an operation for its cure. The only expedi- 
ent which suggested itself to me was the insei*tion of 
hair-bearing tissue in the bald patch. So far as I was 
able to ascertain, medical literature does not record a 
single instance of the successful grafting of skin capa- 
ble of producing hairs. In all cases where skin with 
hair on the surface has been used in grafting, the 
hair invariably fell out and was not reproduced ; there 
was at the same time a loss of the secretory and other 
functions of the skin, showing a complete destruction 
of the follicular structures. 

A successful issue in this case was rendered im- 
probable by the character of the soil — an old cicatrix 
of forty years standing, consisting of hard, dense, 
fibrous tissue, with a scant vascular supply. 

These difficulties were explained to the patient, as 
well as the improbability of success, but he insisted 
on the experiment being tried, assuming the entire 
responsibility of a probable failure. 

In this case I first took a number of grafts from 
the opposite side of the patient's scalp and implanted 
them in the scar tissue. To my gratification, I found 
that union promptly occured. I then waited several 
weeks in order to ascertain whether these ingrafted 
portions would produce a growth of hair, and found 
that the grafts undoubtedly grew hairs. 

The practicability of the idea having been thus sat- 
isfactorily demonstrated, I next removed larger and 
deeper grafts from the scalp of another individual, 
who, for a sufficient pecuniary consideration, was pre- 
Tailed upon to supply the material. These all took 
perfectly, and, after the lapse of several months, there 
was sufficient evidence of the growth of hair in a 
number of the grafts to induce the patient to ask a 
continuance of the treatment, 

A few words as to the details of the operative pro- 
cedure may be appropriate here. The hair over the 
limited areas from which the grafts are to be taken 
is cut short, and these surfaces, as well as that in 
which they are to be implanted, are thoroughly 
scrubbed with soap and hot water, and afterward 
washed with a sublimate solution. The operation is 
conducted in every detail antiseptically. The first 
step is to prepare a bed for the reception of the grafts. 
With a slight rotatory motion the punch may be 
made to penetrate to the desired depth, and the in- 
cluded button of tissue is grasped in the center witli 



a mouse-toothed forceps, lifted up, and separated 
from its underlyiiig attachments with a sharp bistoury 
or scissors curved upon the fiat. There is but slight 
bleeding, which soon ceases under pressure with ab- 
sorbent cotton; it is better to wait a few minutes 
until this subsides. A similar procedure is followed 
in the case of the graft to be implanted. ' As it is 
necessary to include all the follicular structures of 
the scalp, which penetrate deeply in the occipital re- 
gion, each button was fully a quarter of an inch or 
more in thickness. This is immediately inserted in 
the receptacle already prepared, care being taken that 
the axis of the hairs are properly directed. The graft 
is fixed accurately in position and slight pressure 
maintained with a smooth spatula for a few minutes. 
After the desired number of grafts are inserted, each 
is retained in position by means of a thin covering of 
rubber tissue, the edges of which are moistened with 
chloroform. This substance, being transparent, per- 
mits a satisfactory inspection of the condition of the 
parts beneath ; over this is placed a layer of berated 
cotton. A bandage completes the dressing. The 
holes from which the grafts have been taken are filled 
with iodoform and covered with adhesive plaster. 
They heal promptly, and become almost entirely 
obliterated by cicatricial contraction. 

At the first inspection of the grafts twenty-four 
hours later, they are usually found to be firmly agglu- 
tinated, as may be determined by pressing on them 
with the point of a probe. Sometimes a little serum 
exudes from the sides, which may be absorbed by a 
cotton pledget, lifting up one edge of the rubber tis- 
sue for that purpose. For two or three days they 
may be dusted with iodoform. In no instance have 
I detected any purulent exudation. Ordinarily with- 
in a few days the grafts are firmly united, and cannot 
be detached without using force. They present a 
reddish hue, for some time, which gradually fades 
out, and after several weeks the line of demarkation 
is scarcely seen. 

The operation may be rendered absolutely painless 
by injecting a few drops of a cocaine solution. This 
does not interfere with the vitality of the graft. The 
only inconvenience I have found is a slight tumefac- 
tion of the part, which interferes with perfectly ac- 
curate coaptation. This may be obviated by the 
cataphoretic introdaction of cocaine or by general 
anaesthesia. 

In the last operation upon this patient the person 
furnishing the grafts insisted upon being etherized, 
and, in order to get through with him as soon as pos- 
sible, I removed six grafts in succession, and, instead 
of immediately inserting each one as it was removed, 
I placed them in a solution of salt and tepid water 
for several minutes. This delay did not affect the 
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result, as they all united promptly and perfectly. I 
learn from n letter received from the patient a few 
days ago (September 17th) that the hairs fell out 
from this last series of grafts and have not been repro- 
duced. He further says: *' There are some hairs 
growing in the former grafts. No doubt about that. 
I will say I would very gladly go on with the opera- 
tion if I could be assured of success in the end." No 
further operative measures have been attempted 
owing to the impossibility of securing suitable material, 
as the patient's hair is difScuIt to match in tint and 
lieztnre. Another serious difficulty was encountered 
in obtaining a sufficiently deep bed in the thinned 
contracted scar tissue in which to insert the grafts. 

While the operation in this case has not yielded 
the most brilliant result, so far as a cure of the de- 
formity is concerned, it has demonstrated the fact 
that it is ])erf ectly practicable to ingraft deep sections 
of skin containing the follicular apparatus, preserv- 
ing the integrity of their anatomical structure as well 
as their functions. Unfortunaely, in small grafts 
the changes inseparable from the processes of union 
and cicatrization cause more or less contraction of 
the transplanted tissues and tend to obliterate the 
hair follicles, more especially in the peripheral mar- 
gin of the graft. This destructive change is less 
manifest in the central portion, which would justify 
the assumption that a graft of considerable area would 
in all probability produce an abundant and vigorous 
growth of hair. The most available material for 
grafting an extensive surface would be the scalp of a 
person recently deceased. 

The punch used in this case was about 36 to 40 
mm. in circumference. A slightly smaller instru- 
ment was employed in preparing the receptacle, ow- 
ing to the tendency of the button of tissue to contract. 
I have not used larger instruments, because the 
person furnishing the material stipulated that the 
resulting scars should not be readily perceptible. I 
am persuaded that much larger grafts would unite 
just as readily and perfectly. Rectangular or other 
shaped instruments might be used if desired. 

The demonstration of the practicability of success- 
fully grafting deep sections of the skin with the 
complete conservation of the integrity of the follicu- 
lar structures has, on account of the necessary limita- 
tions of its employment, a curious rather than a 
practical interest. The method has, in my opinion, 
a much more valuable application. I believe that it 
constitutes an ideal treatment for circumscribed 
malignant and papillary growths occurring upon the 
face, where cosmetic considerations play an impor- 
tant role in determining the choice of an operation. 
Small epitheliomata, lupus nodules, moles, warts, and 
other facial blemishes may be removed and pieces of 



smooth, healthy skin substituted with the absolute 
certainty, if the operation is carefully done, of secur- 
ing immediate union without the puckered, disfigur- 
ing scars which follow cutting and cautery operations. 
In one case where I removed a small epithelioma 
above the right superciliary ridge and replaced it with 
tissue from the patient's arm, the operation was 
entirely successful. After the lapse of several months 
there has been no recurrence of the disease. The line 
of union is scarcely traceable, and it would be diffi- 
cult to identify the new tissue. 

The operation is more especially indicated in 
epitheliomata of recent development and limited area 
when the cancerous infiltration has not invaded the 
surrounding tissues. Even when the disease is more 
extensive, the epitheliomatous nodules around the 
edge may be punched out one by one and sound tissue 
substituted. I believe that the advance of the disease 
may be often checked in this way, as the healthy tis- 
sue from another surface does not so readily undergo 
degenerative changes. Healthy skin may be readily 
grafted on cancerous tissues. As a matter of experi- 
ment, I have inserted a number of grafts in the 
infiltrated edge of an inoperable cancer. The inner 
segment of the graft rested upon diseased tissue, 
while the outer segment was imbedded in apparently 
healthy tissue ; the grafts united perfectly, and, in 
the further extension of the morbid process, the 
ingrafted tissues resisted the encroachment of the 
disease much longer than the other portions. 

The method also finds a special application in cases 
where, after complete cicatrization and apparent cure 
of an epithelioma by operation, there is a redevelop- 
ment of the disease at one or more points in the 
cicatrix. If these diseased spots are replaced by 
healthy tissue, the chances of complete cure are ma- 
terially strengthened, 

I have not yet found a suitable case of lupus vul- 
garis in which to try this method, but I should think 
that in cases where the disease is circumscribed the 
lupus nodules might be punched out and healthy 
tissue inserted, leaving much less disfigurement than 
results from their destruction by curette or cautery. 

Also warts and moles on the face and exposed parts 
which, besides their disfigurement, are prone to take 
on malignant degeneration, especially in persons of 
advanced age, may be removed and smooth, healthy 
skin be substituted without leaving the unsightly 
scars which would follow their removal by excision 
or caustics. 

The range of application, of this method with cer- 
tain modifications might be still further extended. I 
believe that in the case of extensive epitheliomas or 
lupus, which have been removed by excision, instead 
of allowing the wound to heal by granulation with 
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-consequent cicatricial contraction, a much better re- 
sult would by obtained by covering it with healthy 
«kin, carefully cut to secure accurate coaptation. 
Such tissue would bo less apt to become the seat of 
recurrent disease than the connective tissue formed 
by granulations. 

While union takes place more promptly and per- 
fectly where thegraits accurately fit into the place of 
the displaced tissue^ and corresponding anatomical 
layers are brought in the same plane of apposition, 
jet the skin may be successfully grafted over muscles, 
fascia, cartilage, or bone. In a recent case in which 
;& cancerous eyeball had been removed, and the disease 
had recurred in the orbit, involving the antrum of 
Highmore, re;idering it inoperable, I inserted a graft 
^t the inner canthus of the eye and two or three along 
the inferior margin of the orbit. The punch in each 
instance penetrated to the bony surface, but the but- 
tons of implanted skin readily united. The graft at 
^he inner canthus still remains, while the others were 
•finally disintegrated and swept away by the cancerous 
process. 

In closing, i may call attention to one point to 
which reference has already been made. The injec- 
tion of cocaine, I have said, is apt to cause a slight 
swelling of the graft which interferes with accurate 
coaptation. To'obviate this inconvenience, I have in 
a number of instances resorted to the cataphoretic 
introduction of cocaine. This was done by placing 
discs, made of one or two thicknesses of blotting pa- 
per saturated with a ten-per-cent. solution of cocaine, 
»over the platinum surface of an electrode specially 
-designed for this purpose by Dr. Peterson, of New 
York. With a current of five to fifteen milliamperes 
•complete insensibility is.secured within a few minutes. 
This action is materially hastened by puncturing the 
»8urface at one or two places with the point of a needle, 
which causes more rapid penetration of the solution. 
JV: Y. Medic. Jaumi. Dec. U, 1891. 



S01£E SEMABIB ON THE TBEATMEHT OP ELBOW 
PEAOTUEE 



By a. Hanbuuy Frere, M.B., CM. Edin. 



I may here »draw fipedai attention to the fact 
which, though well known, is apt to be lost sight of 
just when it ought imost to be remembered ; I mean 
the fact that the .normal arm is not straight. The 
trochlear portion of the humerus being lower than 
the capitellum, ihe axis of the articular surface of 
the humerus is not horizontal, but oblique; conse- 
quently the forearm makes with the arm an outward 
obtuse angle at the elbow. The importance of this 
•cannot be over-estimated, for a change in this normal 



angularity is the essential part of the deformity so 
often seen after elbow fracture .that has been treated in 
the bent position. The most successful method of 
treatment, therefore, will be that which best pre- 
serves the normal angularity of the limb. As to 
symptoms and diagnosis I need not refer to them, 
but I think Packard is right when he says that '^no 
class of fractures demands more care, tact, and judg- 
ment for their detection and discrimination than those 
involving the elbow- joinf With regard to prognosis 
I believe that faulty reduction and unsuitable posi- 
tion in the treatment generally adopted render it far 
graver than it would otherwise be. 

I do not write as an authority, but I have collected 
a very large amount of information bearing on the 
subject, and my chief right to be heard must be that, 
in the words of that great surgeon, Robert Liston, 
^* the greatest number of well assorted facts on a 
particular subject constitutes experience, whether 
these facts have been culled in five years or in fifty." 

1. THE FLEXED POSITION. 

This may be taken to include the rectangular and 
the fully flexed position. Now whilst this is at pres- 
ent the orthodox method of treatment for all cases of 
elbow fracture, except that of the olecranon, I find 
that this method has not always given that satisfac- 
tion which would merit its universal adoption. It is 
very frequently followed by most unsatisfactory re- 
sults, and there are now those who believe that the 
bent position is unsuitable in most cases of elbow 
fracture. The profession does not seem to be at all 
impressed with the fact that deformity of the elbow 
is very frequent indeed after treatment in the bent 
position, especially the rectangular. 

The cause of this deformity has been very clearly 
and forcioly demonstrated by Allis. In fact any who 
takes the trouble to look into the literature of this 
subject cannot but be struck with the enormous 
number of cases that have been recorded, showing 
sometimes impaired movement from mal-position of 
the fragments, and in most cases deformity as a re- 
sult of the ordinary method of treatment. The com- 
mon deformity in these cases is either a loss of the 
normal obtuse angle at the elbow, or a substitution 
for it of an angle in the opposite direction. I have 
myself seen cases showing this deformity and I have 
been told of many others. 

In transverse fracture above the condyles, the 
lower fragment being entirely at the mercy of the 
forearm, there must be great danger of displacement 
with the arm at a right angle, for the slightest jar on 
the hand or forearm would drive the lower fragment 
backward. This has led some surgeons to adopt the 
fully flexed position in these cases. But whilst the 
chief aim seems to be to bring forward the lower 
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fragment, surgeons appear to forget that the mere 
act of flexion may carry this fragment too far for- 
ward In the bent position of the arm it is impos- 
sible to tell how much flexion may have occurred 
through the line of fracture. Thus Lauenstein 
describes and figures the dissection of a case in which 
the elbow-joint was supposed to have been flexed 
when the splints were applied, but it was really ex- 
tended, the flexion having been through the line of 
transverse fracture just above the trochlea. The 
fracture had united so that the trochlear fragment 
was fixed at right angles to the shaft of the humerus^ 
and the patient had thus lost the power of extension 
movement. So much, then, for antero-posterior dis- 
placement. But I would point out that displace- 
ment of the lower fragment may occur in another 
direction — viz., laterally. As AUis shows, the bones 
of the forearm being on a different level, the pressure 
on them by the ordinary splints and bandages used 
for the rectangular position will be unequal. The 
result is a lateral displacement of the lower fragment, 
thus altering the direction of the axis of the lower 
end of the humerus. On the same principle it is 
easily seen how in separation of either condyle the 
tendency will be for the inner one to be elevated and 
the outer depressed, thus giving rise to the same 
deformity. 

I believe that this tendency to a side -to-side rock- 
ing of the lower fragment or fragments in fractures 
at the lower end of the humerus, or twisting in case 
of fracture of the olecranon, is a great cause of de- 
formity from the bent position for this reason : 
fiexion of the forearm upon the arm brings the hand 
to the middle third of the clavicle (see Morris) ; any 
further movement of the hand towards the middle 
line of the body is caused by rotation of the humerus 
at the shoulder ; when, therefore, the arm is bent to 
a right angle, or still further flexed across the chest, 
there must be rotation of the humerus at the 
shoulder : but in a case of elbow fracture this rota- 
tion, instead of occurring at the shoulder would be 
very apt to take place at the seat of fracture, so that 
however well the fracture may have been set in the 
first instance, as soon as the arm is flexed there is 
likely to be displacement of the fragments. And 
further, this displacement would never be detected 
80 long as the arm is in the bent position, but would 
at once become apparent on extending the limb. In 
all the cases of deformity that I have seen the arm 
looked perfectly normal when flexed. 

In cases of dislocation of the elbow, it is often ex- 
tremely hard to make out whether or not there is 
fracture as well. It becomes a question, therefore, 
whether it is not dangerous to treat dislocation in 
the bent position. At any rate, so long as the flexed 



position is the orthodox one for all injuries of the 
elbow, so long will the danger exist of fracture, 
which has been overlooked, being left in such a 
position that union is either faulty or absent 
altogether. 

The fully flexed position is open to the same objec- 
tions as the rectangular, and, . in addition, there is 
great danger of interference with the circulation of 
the limb, and the important structures in front of 
the joint are likely to become entangled in the callus 
(Lauenstein). 

Let me repeat that, with the arm in the bent posi- 
tion, the surgeon can only hope that all is going 
well He cannot be sure that the fragments are in 
good position ; in fact, the probability is they are 
not. t do not say that the flexed position can never 
be used with safety ; but what I do say is that the 
present method of treating all injuries of the elbow 
in the flexed position is a very dangerous routine 
practice. Thus, to sum up : 

1. The plea of convenience alone will not support 
the flexed position. 

2. However carefully reduction may have been 
accomplished, when the arm is flexed we cannot be 
sure that the good position is being kept up. How- 
ever great the displacement, it will never be detected 
so long as the arm is bent. 

3. To put the arm up at right angles *' for fear of 
anchylosis,'' is an admission of weakness. The chief 
cause of stiffness and anchylosis would appear to be 
imperfect reduction of the fragments. Since the 
rectangular position favors displacement, it follows 
that such a position is rather conducive to anchylosis 
than otherwise. 

4. I conclude, therefore, that the rectangular posi- 
tion is the worst that could be adopted ; that the 
fully flexed position has many serious drawbacks; 
and that it would be far better to adopt a method 
which ensures accurate coaptation of the fragments, 
and thus diminishes the risk of anchylosis to a mini- 
mum, and, above all, obviates deformity by keeping 
up the normal angularity of the limb. 

5. Such a method we have in the extended posi- 
tion, which has already, in the hands of those who 
have used it, proved eminently satislactory, and of 
which I shall speak in the next part of this paper. 

II. — THE extended POSITIOK. 

I find that a good deal has been written in favor 
of the straight position in the treatment of elbow 
fracture — ^thus Listen says : that ^* f i-acture at the 
distal extremity of the humerus is most conveniently 
managed in the straight position.^' M. Coulon, a 
strong supporter of the rectangular position, suggests 
that in some cases of transverse fracture above the 
condyles, the extended position would best keep up 
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reduction. Berthomier published a pamphlet advo- 
cating the extended position in all cases of elbow 
fracture except that of the external condyle, in which 
he says the fully flexed position is best. AUis, in his 
pamphlet, not only shows the frequency of deformity, 
^ and how it is brought about in the flexed position, 
but also that this deformity may be entirely avoided 
by using the straight position. 

Dr Fifield, of Dorchester, (U.S.A.), to whom I 
am indebted for much valuable information on this 
subject, and many most interesting letters, says, with 
regard to the straight position. " This is a subject 
on which I have talked, lectured, and written for a 
good many years, fifteen or twenty at least," 
Amongst others who support the straight position I 
may mention Drs. Illingworth, Lauenstein, and 
Nunn. 

Now all those who have adopted the straight posi- 
tion have done so on acccount of the frequency of 
deformity, and in many cases, the great stiffness 
after treatment in the flexed position. The cause of 
all the trouble is displacement of the fragments — i.e., 
a want of accurate coaptation of the fragments dur- 
ing the process of repair. Thus, the first and most 
important point is to obtain as perfect reduction of 
the fragments as possible. Secondly, in keeping the 
parts in good position, we must be careful to main- 
tain the normal angularity of the limb. 

This can only be done with certainty in the ex- 
tended position. With the arm straight we can at 
once see what is displaced, and whether our reduc- 
tion is being kept up : the fragments can be manipu- 
lated and moulded into their proper places far better 
in the straight than in the bent position. In trans- 
verse fracture above the condyles we get a better re- 
duction, and therefore render retention easier with 
the arm extended. In fracture of the internal con- 
dyle, in the straight position, the head of the radius 
abuts against the sound outer condyle, and by its 
leverage with the ulna prevents the inner one from 
ascending (AUis). For fractured outer condyle, 
whilst Fifield and Berthomier believe the fully flexed 
position to be the best, yet this fracture has been suc- 
cessfully treated in the extended position. A case is 
reported from F. H. Hamilton's clinic in which it 
^ was found necessary to place the arm in the extended 
position, and Hamilton speaks of having seen two 
other cases like it. For fracture of the olecranon I 
think most will agree that the straight position is 
the best. 

So long as they obtain good movement most sur- 
geons seem to care nothing for deformity, I hold 
that we ought not to be content with conserving 
good motion only. We have seen that the flexed 
position is very frequently followed by deformity. 



The straight position has been fpund to obviate this 
deformity. I fail to see, therefore, why there should 
be such a prejudice as there seems to be against the 
straight position. 

The want of accurate coaptation makes the rec- 
tangular position dangerous ; the certainty of perfect 
reduction renders the extended position safe. 

Now supposing stiffness and anchylosis to be due 
to arthritis, if the fragments heal in good position 
there will be less arthritis, and therefore less ten- 
dency to stiffness. The more perfect the reduction, 
the sooner the fracture will heal ; the sooner healing 
takes place, the sooner will passive motion be per- 
missible. It follows, therefore, that the extended 
position will obtain a much earlier return to useful- 
ness than the ordinary treatment. It is much easier 
for the patient to flex an arm that has healed in the 
straight position than to extend a stiff flexed elbow. 

In employing the extended position the forearm 
may be placed in supination (AUis, Fifield, Ber- 
thomier), or in pronation (Illingworth, Lauenstein). 
Those who adopt the former claim that they are 
keeping up the normal outward obtuse angle at the 
elbow. I would point out, however, that this angle 
is formed by the humerus and ulna ; it is still pres- 
ent, therefore, whether the forearm be prone or 
supine. It is extremely painful to hold the arm for 
any length of time with the forearm extended and 
supine, because of the tenseness of the biceps tendon 
and other structures in front of the joint. 

In the treatment of fracture of the olecranon we 
are taught to put the arm up in the extended and 
supine position ; we are also warned against the dan- 
ger of over-extension. I say, therefore* put the arm 
up extended and prone and we avoid all these 
difficulties. 

With the arm in extension and pronation, the ex- 
tensor muscles cannot act beyond a certain point, 
and any further action in this direction moves the 
arm br.ck as a whole, firm, rigid, and fixed, as though 
it were composed of one long straight bone. There 
is none of that discomfort which is felt when the 
forearm is supine. As Dr. Illingworth points out, 
the outward configuration of the arm becomes practi- 
cally straight, so that instead of a complicated 
angular splint, a simple straight one can be applied ; 
whilst, therefore, we are keeping up the normal rela- 
tion of bone to bone, we have at the same time an 
arm that is much more easily dealt with than when 
the forearm is in supination, and we avoid the dan- 
ger of over-extension. As Morris says, "pronation 
is a position of the greatest elegance and grace, and 
one most agreeable to the eye as well as to the 
feelings." 
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THE ABYAirrAGES OF THE EXTENDED POSITION ARE : 

1. Certainty of reduction. 

2. Less tendency, therefore, to stiffness or anchy- 
losis, and a much earlier retnm to usefulness. 

3. It obviates the deformity so frequently seen 
after the present treatment. 

4. Being suitable for all fractures of the elbow, as 
well as for dislocation, it avoids the danger of a frac- 
ture which has been overlooked being left in such a 
position that union is either faulty or absent 
altogether. 

5. It offers a far safer routine practice than the 
rectangular, which ought rather to be called the 
" wrong angular '^ position, and it will thus prove of 
t!ie greatest value to the general practitioner. — Pro- 
vincial Medic, Journal^ Jan. 1, 1892. 



THE EnOLOGT AND THESAFEITTIOS OF SUFTUBE 
OF THE TTTEB1T& 



Bt Dr. Schultz, Budapest. 



The author reports fourteen cases of rupture of the 
uterus which he observed in the clinic of Prof. 
Tauffer. Of the patients thirteen were multipara, 
one a primipara. The pelvic outlet was obstructed 
in only two of the cases, in one by an osteoma, and 
in the other by osteomalacia; in two others there 
was moderate narrowing. Head presentation occur- 
red in G9 per cent, of the cases, transverse in two 
cases, face in one, and breach in another case. In 
some cases of rupture the duration of labor was very 
short, in other cases where labor was extremely pro- 
tracted rupture did not take place. The author, 
therefore, reaches the general conclusion that pelvic 
obstruction and precipitate labor can only be regard- 
ed as predisposing causes of uterine rupture, the 
real cause consists in structural changes in the cervix 
(cicatrices and diminished elasticity due to previous 
child-births). 

As regards therapeutics, the prophylaxis should 
not be lost sight of. Aside from proper manage- 
ment of the labor, this comprises a careful consider- 
ation of the signs of threatening rupture. These 
are : sudden restlessness of the patient, accelerated 
pulse, high position of the fundus ; the presenting 
part can be distinctly felt through the abdominal 
walls. A transverse fold indicates the formation 
of the ''contraction ring." On vaginal examination, 
when the finger is pressed upward, the thinned cervix 
and contractidn ring can be felt at the side of the 
presenting part. If these symptoms occur, the hibor 
should be at once terminated, even if it becomes 
necessary to sacrifice the child. In four cases report- 



ed by Schultz, where the child's head was perforated, 
a threatening rupture was thus prevented. When 
rupture has taken place, this is indicated by a sensa- 
tion of something having given way and a sudden 
violent pain, the sudden cessation of the uterine 
contractions, restlessness and anxiety, dyspnoea, 
vomiting, and often syncope and other signs of 
collapse. Frequently the temperature is elevated, 
sometimes it remains normal or becomes subnormal. 
The pulse rate varies from 120 to 130. The child 
usually dies and certain parts of it can be felt at va- 
rious places immediately beneath the abdominal wall. 
On vaginal examination, the previously immovable 
presenting part is found to be very movable, later it 
can no longer be felt. During examination there is 
more or less hemorrhage. In the majority of cases 
the margins of the tear can be felt. 

If a rupture is found labor must be terminated 
as speedily as possible, by measures least calculated 
to jeopardize the mother's life. If the child or a 
portion of it is present in the uterine cavity the de- 
livery may be accomplished per vias naturalis, other- 
wise by laparotomy. 

The rupture itself is either not at all treated (anti- 
septic irrigation), or it is drained by mentis of iodo- 
form gauze or wicking, or laparotomy is performed. 
Four of the author's cases were left untreated — in 
two on account of the great collapse, and in the oth- 
ers because the rupture could not be detected during 
life; all these cases terminated fatally. In eight 
other cases tamponade with iodoform gauze was em- 
ployed in six, and with iodoform wicking in two ; of 
these, two of the former recovered, but it is question- 
able whether the rupture was complete. In the re- 
maining two cases, ^here the child had escaped into 
the abdominal cavity, Porro's operation was perform- 
ed, but both ended fatally. 

The author presents the following statistical infor- 
mation : 1. Complete ruptures without treatment, 60 
cases giving 20.2 per cent, recoveries. 2. Complete 
ruptures treated with drainage or tampons, 70 cases 
with 36 per cent, of recoveries. 3. Complete rupt- 
ures treated by laparotomy, 193 cases with 44.7 
per cent, of recoveries. 

After enumerating the advantages of laparotomy 
in this class of cases, Schultz recommends that in 
every case where it is possible to make a positive diag- 
nosis of complete rupture of the uterus, the abdomen 
should be opened. If the tear is much contused 
and not suitable for suture, or if myomata are pres- 
ent, or the endometrium is already infected, hysterec- 
tomy is to be performed ; otherwise the abdominal 
cavity is to be emptied and the tear sewed up. Sub- 
peritoneal pockets remaining in the parametrium or 
vaginal vault should be drained. 
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Incomplete ruptures should be tamponed with 
iodoform gauze or wicking, or drained by means of a 
glass tube. A flannel bandage is firmly applied to 
the abdomen, the treatment in other respects is like 
that after a laparotomy. If the conditions for lapar- 
otomy are unfavorable in cases of complete tear^ the 
child should be extracted per vaginam and a tampon 
inserted. — Ovrosi Hetilapy Internai. Klin. Bund- 
schau, Jan. 10, 1892. 

OVAEIOTOMT DUBDJG PBEGNAHOT. 



By Ohbisti an Fengbr, M. D. 



The author reports a successful case of ovariotomy 
in the fourth month of pregnancy. The woman, 
thirty years of age, suflEered from an ovarian dermoid 
cyst of the size of a child's head, which almost filled 
and was incarcerated in the small pelvis. As it was 
feared that the tumor might be a dangerous compli- 
cation of delivery or might rupture later- on in the 
course of pregnancy, laparotomy was performed^ and 
the growth removed. The patient made a rapid 
recovery after the operation, being able to sit up at 
the end of the third week. The subsequent course 
of the pregnancy was entirely normal. Labor oc- 
curred at full term, and she was delivered of a healthy 
child by forceps, and although convalescence after 
delivery was somewhat slow, she fully regained her 
strength. 

The author makes the following practical remarks 
on the subject of ovariotomy during pregnancy : 

Ovarian tumors, which are at all times a source of 
danger, are still more so when complicating preg- 
nancy, as the two conditions when in combination 
mutually influence each other, to the detriment of 
both mother and child. The ovarian tumor is sub- 
ject to acceleration of growth, to more rapid develop- 
ment, during pregnancy. The gravid uterus is 
liable to cause torsion of the pedicle by changing the 
form and position of the latter, or by circulatory dis- 
turbances in the pedicle, resulting in gangrene or 
perforation of the cyst. When situated in the pelvis 
minor, an ovarian tumor is especially liable to be- 
come an obstacle to the delivery of the child, and to 
cause difficult and consequently dangerous labor 
which may result fatally to both mother and child. 

In discussing the measures for the prevention of 
these dangers, we will flrst consider the fate of the 
mother and child when the pregnancy is left to run 
its course. The dangers to the mother, as gathered 
from the statistics,- are the following : Litzmann has 
collected fifty-four cases, with twenty-four maternal 
deaths ; Jetter, two hundred and fifteen deliveries 
in one hundred and sixty-five mothers, with sixty- 



four deaths : Playfair, fifty-seven deliveries, with 
twenty-three deaths ; Braxton Hicks, six deliveries, 
with no deaths ; Rogers, five deliveries, with no 
deaths; Spencer Wells, eleven deliveries, with one 
death ; Fritsch, four deliveries, with one death. In 
all three hundred and fifty-five deliveries are re- 
ported, with one hundred and thirteen maternal 
deaths, or a maternal mortality of about thirty-two 
per cent. 

The mortality to the children from either abortion 
or premature labor, according to Engstrdm, is much 
greater. In a series of two hundred and sixteen 
cases a mortality is reported of forty-eight per cent. 

The proliferating cystoma is the form of cyst most 
commonly observed. They are frequently located 
outside of the small pelvis, and are often overlooked 
during pregnancy. They rapidly increase in size, 
and may cause over-distension of the abdomen and 
severe pressure symptoms from the organs of tlie 
abdomen and thorax, necessitating speedy relief. 
In such cases the treatment by puncture comes in 
question. As these cysts are located outside of the 
small pelvis, they are not liable to prove a serious 
impediment to delivery. Thus it would seem that 
small dermoid cysts located in the pelvis minor con- 
stitute the gravest complicatio.n of ovarian tumors 
with pregnancy. 

Dermoid cysts are common. Jetter found thirty- 
seven dermoid cysts in one hundred and sixty-five 
cases. They are often small and thus remain in the 
pelvis ; are easily diagnosed by vaginal examination, 
and, therefore, as Olshausen states, are seldom over- 
looked. These are the tumors which most fre- 
quently prove a serious difficulty at the time of 
delivery, when immovably incarcerated in the pelvis 
minor. 

Puncture of the dermoid cyst is dangerous, as its 
contents are more poisonous than that of most of the 
other ovarian tumors; but puncture becomes una- 
voidable at the time of delivery when the cyst cannot 
be pushed out of the way up into the abdominal 
cavity. The usual location of dermoid cysts in the 
pelvia minor makes liable the occurrence of sponta- 
neous rupture during delivery, with consequent 
septic peritonitis resulting partially from infection 
from the contents of the cyst and partially from 
mixed infection through the puerperal wounds. 

Treatment. — While, outside of pregnancy, prompt 
extirpation of an ovarian tumor is always indicated, 
widely different measures have been advocated for 
the treatment of ovarian tumors when complicated 
with pregnancy. 

1. Induction of abortion and premature labor has 
been recommended by Barnes, but in most eases this 
sacrifices the child and is not without danger to the 
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mother. In five cases cited by Olshausen two 
mothers died. As ovariotomy necessarily must 
ioWoWy this method of treatment exposes the mother 
to the dangers of two serious operations. 

2. Puncture of the cyst to relieve the symptoms 
and so permit natural labor to be undisturbed. 
This procedure, like the preceding one, is of course, 

j only temporary and resorted to with a view of await- 
ing the earliest opportunity for ovariotomy. Pupc- 
tare of the ovarian tumor may relieve the dyspnoea 
and prevent abortion. It is not more dangerous in 
pregnancy than under ordinary circumstances, but 
the puncture of ovarian tumors in general is attended 
by a mortality of nineteen per cent. Gohn states 
that one out of every six ovarian cysts is malignant ; 

I therefore, puncture might cause rapid diffusion of 
the malignant tumor in the peritoneal cavity — ma- 
lignant peritonitis. The more rapid growth of 
ovarian tumors during pregnancy is apt to cause 
refilling of the cyst after puncture, and thus necessi- 
tate repeated punctures, which, of course, will in- 
crease the danger to the mother. Cohnstein states 
that of six mothers in whom puncture had to be re- 

I peated three or more times during pregnancy, five, 
or eighty-three per cent, died within a short time 
after delivery from exhaustion. Puncture does not 
predispose to the interruption of pregnancy in more 
ihan eighteen per cent, of the cases. 

The difSculty in differential diagnosis between an 
ovarian tumor and the gravid uterus is apt to lead to 
pancture of the later. Olshausen states that in 
seven cases the uterus was mistaken for an ovarian 
tumor and punctured. The operator then made a 
CaBsarean section, sutured the uterus, and closed up 
the abdomen. This was done in five cases with suc- 
cess ; in two cases the puncture terminated fatally. 

3. During the last few years a third method of 
treatment of ovarian tumors during pregnancy has 
come into the field, namely, ovariotomy during 

I pregnancy. This operation is comparatively new, as 
in 1877, according to Olshausen, only fourteen cases 
were on record. In the next year over forty cases 
were on record, and now this method of treatment 

! hids fair to become a regularly established procedure. 

I Although ovariotomy in the pregnant woman was at 

I first performed with a good deal of apprehension, it 
has been seen from the very begii^ning that the 
dangers were highly overrated, and that the mor- 
tality for mother apd child has been decreased by 
this operation far beyond our expectations. * In 1886 
Olshausen collected eighty-two cases with only eight 
deaths, but he points out that individual operators 
had a much lower mortality, as out of thirty-six 
cases operated upon by Lawson Tait, Spencer Wells, 
and Schroeder, only one mother died. 



Engsfcrom, in 1890, reported a series of forty-eight 
cases with only two maternal deaths, or a mortality 
of four and two- tenths per cent., as follows : 
Schroeder, twelve cases, no deaths ; Lawson Tait, 
eleven cases, one death ; Spencer Wells, ten cases, 
one death ; Olshausen, eight cases, no deaths ; and 
Engstrom, seven cases with no deaths. 

I consider the mortality of the operation to-day to 
be below five per cent.; therefore ovariotomy during 
pregnancy is not any more dangerous than this oper- 
ation in the non-pregnant condition. 

The fate of the child is influenced by this opera- 
tion to a like favorable degree. According to Ol- 
shausen, abortion follows ovariotomy in only twenty 
per cent, of the cases ; hence eighty per cent, of the 
children were born at full term. When we compare 
this with the mortality to the children of forty- 
eight per cent, with non-interference, we see that 
by ovariotomy twenty-eight per cent, of the children 
are saved. 

It is generally thought, and probably it is true, 
that the earlier in pregnancy an ovariotomy is per- 
formed the more favorable is the result. Wilson 
states that ovariotomy becomes less favorable after 
the fifth month, because, as Schroeder has pointed 
out, the operation becomes more diflBcult by shorten- 
ing of the pedicle on account of the unfolding and 
filling in of the broad ligament to which the tumor 
belongs by the gravid uterus. Late in pregnancy the 
size of the uterus naturally makes the operation 
difficult by decreasing the available operating space 
in the abdominal cavity. This sometimes necessi- 
tates the inconvenient lateral operation to gain access 
to the ovarian tumor. The vascularity of the tumor 
and pedicle late in pregnancy always increases the 
difficulty of the operation. But in such cases the 
facts have proven a surprise to our expectations. 
Olshausen reports twenty-one cases operated upon 
after the fourth month, with only two deaths. Pip- 
pingskold reports an operation made after the com- 
mencement of labor which resulted successfu^lly. 
Stratz reports fourteen operations performed by 
Schroeder, with no maternal deaths and with twelve 
living children, and formulates the answer to the 
question whether ovariotomy should always be per- 
formed during pregnancy, that it should be done as 
soon as the diagnosis is made, because : 

1. Ovariotomy is inevitable, and its prognosis is 
not aggravated by the presence of pregnancy. 

2. Delivery in childbed without the tumor has a 
much better prognosis than when the tumor exists. 

3. One out of six tumors is malignant, contra-in- 
dicating puncture. 

4. Prognosis for children is much better. 
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He formulates the following conclusion: "The 
complication of ovarian tumor with pregnancy indi- 
cates ovariotomy.'' 

In the discussion which followed the re 
this paper, Weit and Lolilein protested agffiMB9lsji 
ing down absolute rules, and suggested thiUE^might 
be well to individualize. Schroeder, howlver^MAQ 
supported Stratz's reconimendation always |d q^rate. 

Final Remarks, — Small tumors in the pel 
are especially dangerous to the child and mot! 
has been well illustrated in a case published by 
Lomer, in which in a II. para 21 years of age, who 
had an ovarian tumor in the small pelvis the size of 
a child's head, after rupture of the bag of waters, 
extraction by the foot was tried in vain. Prolapse of 
the umbilical cord and death of the child resulted, 
followed next day by version in narcosis, during 
which the child's head was torn off, and the patient 
died from collapse in three hours. 

In another case, published by Nolting, a small 
ovarian tumor in the pelvis made delivery diificult in 
the following way: Forceps were first applied in 
vain ; puncture of the tumor evacuated only a small 
amount of blood. The child died, and was only ex- 
tracted after perforation, and still with difficulty, as 
the tumor came down so far in Douglas' fossa that 
prolapse of the rectum took place. The patient died 
after four days of peritonitis. The autopsy showed 
a double twist of the pedicle, with rupture of the 
cyst. 

Instances of this kind, on the one hand, and the 
low mortality of ovariotomy during pregnancy on 
the other, would tend to lead to the conclusion that 
in small ovarian tumors located in the small pelvis 
and diagnosed during pregnancy, immediate ovari- 
otomy is the safest procedure. — Maryland Med* 
Journal. 



FEA0TUEE8 OF THE BONES OP THE HAND AND 
THEIR TREATMENT. 



By Dr. A. Schreiber. 



Fraduree of the Carpal Bones are easily over- 
looked owing to the considerable swelling which 
rapidly follows the injury, and may then give rise to 
permanent enlargement of the joints and anchylosis. 
. It is rarely that distinct crepitation can be obtained 
by manipulations and lateral movements of the wrist 
joint. If after a violent contusion of the wrist the 
carpal bones are found to be fractured and feel like 
marbles in a bag, the hand cannot usually be saved, 
although I have had good results in a case of this 
kind. The existence of a fissured fracture of a 



carpal bone is frequently revealed by the painfulness, 
swelling and subsequent ecchymosis. It is probable 
that fractures of the carpal bones are much more 

4 j^^^3;^tthan is usually thought, and if complicated 

.^tgj^aflfjipNtiLxations, may cause great difficulties in 
the diagil^w. They occur most frequently as the 

26sittd3 falla upon the hand, the impact of heavy 
bodies, etc.. And the compound form with laceration 

r^S^^^fOjoiL/parts is more common than the subcuta- 

^fae<^ 4>tfe. 

The treatment consists in the application of a 
splint and of a cotton compress over those places where 
a tendency to dislocation exists. Massage should 
be resorted to at an early period, beginning with 
slight passive movements and increasing their force 
gradually. It is necessary to employ active and 
passive movements of the fingers as early as possible 
in order to prevent subsequent stiffness or anchylo- 
sis. Prolonged application of a long straight splint 
is not infrequently attended with bad consequences, 
and if such a dressing be used sufficient room must 
be allowed for the fingers to have free play. 

Fractures of the Metacarpal Bones are also not as 
rare as the literature would seem to show. The 
first and fifth metacarsal bones are frequently fract- 
ured as the result of direct violence, but even the 
middle metacarpi, notwithstanding their sheltered 
position, are not exempt. I have frequently ob- 
served fractures of the third or fourth metacarpus 
result from blows in boxing, horse kicks, machinery 
injuries etc. It is always good policy after the sub- 
sidence of the swelling to examine the bones care- 
fully so that fractures may not be overlooked. In 
subcutaneous fractures of the metarcarpi the diag- 
nosis is comparatively easy. There is a dislocation 
characterized by a prominence on the dorsum of the 
hand, the injured members are more or less short- 
ened, and when the hand is closed there is a flatten- 
ing of the corresponding knuckles ; together with 
these signs we have tenderness on pressure, crepita- 
tion on passive motion, and inability to use the 
hand. The treatment consists in the application of 
metal splints conforming exactly to the contour of 
the parts. 

Bennet has called attention to a typical form of 
oblique fracture of the base of the first metacarpus 
on its palmar side which can readily be confounded 
with luxation 'of the first metacarpus upon the 
dorsum of the carpus. I have frequently observed 
this variety which occurs mainly on the right hand. 
There is no appreciable shortening, since the line 
of fracture does not reach to the dorsum of the 
metacarpus. Crepitation can readily be detected in 
recent cases by pressure upon the base of the bone 
with the fingers placed on its dorsal and palmar 



Digitized by 



Google 



The Intbekatiokal Journal op Surgeey. 



51 



aspects, extension being simultaneously made suffi- 
cient to reduce the fracture. For treatment, an 
accurately fitting compress should' be applied over 
the end of the dislocated bone, which is retained in 
place by a long straight splint extending from the 
lower extremity of the radius to the end of the 
thamb. All fractures near the articular ends of the 
metacarpal bones have the disadvantage of interfer. 
ingfor a considerable time with the movements of 
the fingers owing to the extensive callus formation. 

Fractures of the Phalanges are of greater impor- 
tance than those of the other bones of the hand. 
Accordiug to my observations the basal phalanges 
ai-e most frequently fractured. The diagnosis is the 
more difficult the nearer the fracture is situated to a 
joint, inasmuch as crepitus is not always distinct. 
The displacement of the fragments takes place in 
Bach manner that they form an angle with the apex 
turned toward the palm ; the corresponding inter- 
phalangeal joint becomes prominent on the dorsum, 
while the angular deformity on the palmar surface 
is less distinctly to be felt. These fractures are fre- 
quently overlooked and the functional results, even 
when they are properly treated, are poor in many in- 
stances. In the majority of cases the application of 
a straight splint with the finger in an extended 
jiosition is incorrect treatment. If splints are em. 
ployed the finger should be fixed in a position of 
moderate flexion ; but it may be preferable to apply 
a plaster-of -Paris bandage, with the finger held in 
such manner as is most likely to secure retention of 
the fragments in a normal position. In cases where 
marked displacement exists extension according to 
the method of Bardenheuer may be employed. [The 
author makes use of the following apparatus for this 
purpose : To a metal palmar splint, he attaches an 
iron rod terminating above in a roller like extremity. 
To make traction on the fragments, an india rubber* 
band fastened to the finger by strips of adhesive 
plaster is drawn over the upper end of the rod and 
attached to a button at its lower end. The direc- 
tion of extension may be varied according to the 
position of the rod, and its force according to the 
degree of tension of the rubber band.] 

Fractures of the phalangeal extremities are apt 
to be followed by an oblique displacement of the 
peripheral end of the finger, especially if one of the 
lateral fingers is involved. These displacements may 
ijc also caused by rupture of one of the lateral liga- 
ments. Fractures of the phalanges may b'e attended 
with more or less callus formation, interfering with 
the functions of the joint to a greater or less extent. 

Special consideration is demanded by fractures of 
the terminal phalanges, especially those arising from 



the tearing off of the extensor tendon from the bone. 
This slight affection which, if neglected, may have a 
very disturbing effect on the function of the part, is 
not very infrequent. It has been demonstrated by 
belbet's experiments on the cadaver that in conse- 
quence of forced flexion of the terminal phalanx, 
when the interphalangeal joint is in a position of ex- 
tension, various conditions may result ; the insertion 
of the tendon together with a fragment of the distal 
phalanx may be torn off, or the tendon may be rupt- 
ured without injury to the bone. A differential 
diagnosis between these varieties is, however, not 
usually possible. The injury is frequently at- 
tended with considerable pain and swelling. The 
terminal phalanx is found in a position of slight per- 
manent flexion, with inability to extend it actively ; 
this can, however, easily be done passively, but as 
soon as one lets go, the flexed position is assumed 
again. Frequently it is possible to recognize a more 
or less marked ecchymosis on the dorsal aspect of the 
phalanx ; or a swelling formed by the retracted ten- 
don and the detached piece of bone may be felt. 

It is of utmost importance in these cases to fix the 
finger in a position of forced extension, and to 
avoid flexion. This may be attained by various 
forms of splints, but where there is a tendency to 
marked displacement, it is best to cut down on the 
tendon under cocaine anaasthesia, suture it, apply an 
antiseptic dressing and an extension apparatus. I 
have thus far had occasion to perform primary ten- 
don suture only in complicated cases of this kind, 
but never in those of subcutaneous injury. The re- 
sirlts have been excellent. — Munohener Medicinische 
Wochenschrifty December 8, 1891. 



BESEOTION OF THE 1TBETHBA. 



By Professor Guyon, Paris. 



Professor Guyon recently performed at the 
Hospital Necker, Paris, a resection of the urethra on 
a patient who suffered from a large and callous 
stricture. Before operating he made the following 
remarks : 

In cases like this, the cause of the stricture is 
usually a traumatism. Ten years ago, this man fell 
from a height of thirty metres. There was no fract- 
ure of the pelvis, but the perineum was probably 
injured. Immediately after the accident, a severe 
hemorrhage occurred ; an abundant flow of blood 
took place from the meatus, lasting for a number of 
hours. During all that time, micturition was im- 
possible, until finally the patient after much strain- 
ing expelled a large clot of blood, when urination 
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was re-established. During the following days the 
urethral hemorrhage progressively decreased, and 
micturition though painful and difficult, took place 
regularly. No ecchymosis nor tumefaction could be 
observed on the perineum. 

It is justifiable to assert that there had been a 
rupture of the urethra in the furthest portion of the 
anterior segment near the cul-de-8ac of the bulb ; for 
if the posterior urethra had been ruptured, the escape 
of blood would have been prevented by the cut-off 
muscle, and it would have entered the bladder and 
then been expelled with the urine during micturi- 
tion, instead of the occurence of continuous bleeding. 
Besides as deep seated ruptures are regularly con- 
nected with fractures of the pelvis, it is possible to 
eliminate such a lesion in the present case. 

Becovery took place, gradually but one month 
after the accident, micturition became again diffi- 
cult. A catheter was then introduced, and revealed 
the presence of a stricture in the perineo-bulbar 
region, and for six months dilatation was practised 
regularly at short intervals, but with poor results. 
In short, during these ten years, the history of the 
patient was most uneventful ; he succeeded in pass- 
ing a catheter two or three times a week with in- 
creasing difficulty, and finally was obliged to consult 
surgical aid. Examination revealed localized lesions 
in the perineum. There was no cutaneous cicatrix, 
the integuments not having been affected. By pal- 
pation it was possible to detect along the canal a 
hard mass, of the size of a hazelnut, not painful and 
almost immovable. A gum catheter with an olive 
shaped extremity showed that the anterior urethra 
was normal as far back as this thick resisting mass. 
A very fine bougie however could be passed through 
the stricture. Prompt surgical intervention seemed 
indicated, as further delay might impair the condi- 
tion of the bladder and ureters. 

Several methods of operating were discussed. In 
this case, as the stricture was permeable, internal 
urethrotomy was pi^acticable, but in traumatic strict- 
ure, this operation ordinarily gives but temporary 
results. It acts only upon the superior wall of the 
urethra, and, as in this case the inferior wall was pro- 
bably the only one affected, the mass of cicatricial 
tissue opposite the incision would soon close the new 
channel. An incision of the inferior wall of the 
urethra by means of external urethrotomy would lay 
bare the cicatricial tissue through. its whole thickness, 
and it seems that this operation would thus be more 
radical than internal incision. Yet it is not so, as 
the incision of the fibrous and indurated tissues 
would give rise to another fibrous and retractile cica- 
trix, with a result still inferior to that produced by 
internal urethrotomy. 



The principal fact to be considered is that the 
lesion in this case is localized. It may therefore be 
pris'ble to remove this portion of the urethra by 
means of a resection. 

The idea is not new, and the operation has been 
performed many times, however with a large propor- 
tion of deaths. These were due to pyaemia, a com- 
plication which we fear no longer in these days of 
antisepsis. 

Recently M. Horteloup presented to the Aca<lemy 
of Medicine of Paris a patient who suffered formerly 
from a traumatic stricture, which he cured by re- 
moving a cicatricial ring. Recovery was rapid, and 
three years later, the canal was still widely permeable. 

We may divide the operative procedures into three 
classes. The first one includes all cases in which no 
immediate union of the tissues has been attempted 
after resection. A portioin of the urethra is excised 
the wound filled up with gauze, and cicatrization 
obtained by granulation. 

In a second group the soft parts between the 
urethra and the skin have been united, the two ex- 
tremities being left to cicatrize by granulations ; of 
course there is then no mucous membrane in the 
resected part of the urethra. 

Lately, several surgeons have attempted to unite 
the two edges of the defect and suture them from 
end to end. The operation is a delicate one, as it is 
difficult to obtain accurate coaptation. The walls of 
the urethra are very thin and offer but slight re- 
sistance, and the suture often fails to hold. 

Prot Guyon prefers the operation which simply 
brings together the soft parts, allowing the urethra 
and the skin to heal by granulation. In order to 
obtain uniform cicatrization, he employs an autop- 
lastic procedure, bringing the parts together by 
means of a series of sutures at different depths. 
Union takes place by first intention, and it is possi- 
ble in this way to restore the canal to its normal con- 
dition of elasticity. To avoid the possibility of urine 
penetrating the perineum, or at least preventing 
union, a catheter should be left for two or three 
days in the urethra. — Gazette MMical de Paris. 



SIGMOIDOSTOMT SIMPLinED. 



Mr. H. a. Reeves, P.R.O.S., Ed., has recently 
employed sigmoidostomy on three female patiente 
for cancer of the rectum. He employed the follow- 
ing method which he regards as unusual, if not ab- 
solutely novel : An incision is made above and 
internal to the anterior superior iliac spine, extending 
downward and inward for about two and one-half 
inches, through skin, muscles and peritoneum. The 
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peritonoal opening should be first lurge enough to 
a]low a loop of sigmoid to rest in it without con- 
striction. The sigmoid is pulled out, and when the 
descending colon is taut, or nearly so, a pressure 
forceps is pushed through the mesentery about a 
quarter of an inch from its attachment to the bowel, 
aud a straight piece of elastic catheter, No. 10 or 12, 
with the stylet inside, previously cut four inches 
long and thoroughly cleaned, or a polished Tulcanite 
rod, is caught in the forceps and drawn through. 
This is supported on the outside of the abdominal 
wall ut each end, by a small pad of lint ; a piece of 
green protective smeared with carbolic oil, 1 in 60, 
should be applied over the intestinal loop and the 
skin and muscle incision partially closed. A thick 
roll of gauze is packed around the bowel, and a layer 
of cotton wool placed over the protective so as to 
prevent undue pressure when the binder is employed. 
It is well to give a quarter or one-third grain of 
morphine immediately after the operation to check 
anaesthetic vomiting, or to let a nurse sit by the pa- 
tient and gently press over the site of operation dur- 
ing vomiting, but if care is taken that the peritoneal 
opening is of the proper size, there is no fear of the 
small intestine being protruded and nipped by the 
side of the sigmoid. 

At the end of the third or fourth day usually the 
bowel is opened longitudinally, but the rod is left in 
I place for two or three days longer, as it seems to form 
a better spur the longer it is left. In the author's 
first case the cut edges of the gut were stitched to 
the skin, but this was not done in later operations. 
In two of the cases the enlarged vessels of the bowel 
wall had to be tied when the gut was opened. After 
withdrawal of the rod the bowel is gradually drawn 
back by the mesentery and by its own weight, as far 
OS it i& permitted by the adhesions formed between 
its mesentery and serous coat and the parietal peri- 
toneum, or rather the muscles and skin, for the parie- 
etal peritoneum retracts, and is not in contact with , 
it to any large extent. The simplicity of the proce- 
dore is such that the dextrous surgeon may execute 
it in five minutes, and the author regards it as pref- 
erable to all other operations in cases of malignant 
diseases of the bowel not amenable to more radical 
measures, such as resection. — BriL Medic* Journal, 
Jan. 9, 1892. 



MODIPIOATION OF THE OPEKATIOIT OF INGUDJAL 
OOLOTOMT Aim ENTEEOSTOMY. 



Db. J. E. Summers, {Medic. News) reports a suc- 
cessful case of removal of the vermiform appendix 
from a child twenty-two months old, for suppurative 
appendicitis. The appendix was much enlarged, 
in part gangrenous, and perforated at three points. 



By a. W. Mayo, F.R.C.S. 

Professor of Surgery in the Yorkshire CoUege of the Victorui 

University. 



Whilst performing enterostomy, about five years 
ago, in a case of acute intestinal obstruction, it oc- 
curred to the author that if he punctured the bowel 
already stitched to the side with a large trocar and 
cannula, and then fixed a tube on the cannula, he 
should be able to run off the liquid faeces into an 
antiseptic solution placed by the side of the pa- 
tient, and so prevent fouling of the peritoneum or 
wound. 

After twice successfully employing this method, 
he adopted a slight modification by fixing the tube 
on the cannula first, and then pushing the trocar 
through it. He found that the slit in the elastic 
tubing immediately closed when the trocar was with 
drawn, and prevented anything passing through. A 
further experience led him to devise an instrument 
which he has employed both in enterostomy of the 
small intestine and in inguinal colotomy when it wiis 
necessary to immediately open the bowel. It consists 
of a large cannula oval on transverse section, with 
two openings at the side, one to allow the passage of 
fsBces if the end of the cannula happens to i*each the 
other side of the bowel ; the other higher and pro- 
jecting from the side in order to allow a tube to be 
fixed on it to convey the faeces away from the bowel. 
The end of the cannula within the bowel is rounded 
off so as to avoid a sharp end. The distal end has a 
short india rubber tube fixed in it, which embraces 
the trocar, and which is securely (josed with a liga- 
ture, which is tightened as the trocar is withdrawn. 
The trocar has a lancet shaped end, which incises the 
bowel, and does not make a jagged wound, thus 
rendering it easy to close the aperture if the time 
comes that such an operation is required. 

After insertion of the instrument in the bowel, an 
ordinary antiseptic dressing is applied to the wound, 
and the cannula is held in position by strapping ap- 
plied over the dressing. In two #r three days it may 
be removed, as reunion between the parietal and vis- 
ceral peritoneum will then be sufficiently firm to 
prevent fouling of the [peritoneal cavity, but if it be 
thought desirable it can be retained in situ for 
several days longer, although after the third day a 
little moisture will escape by the side of the cannula. 
—BriL Med. journal, Jan, 9, 1892. 
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Treatment of Bubo. — Dr. J. Adolphus says that 
a coming bubo may be aborted by injecting three or 
four drops of pure carbolic acid, diluted with twice 
as much glycerin and half as much water, into the 
centre of the tumor. Plunge the cannula deep into 
the centre of the swelling, and inject slowly. If the 
tumor is large and the area of outlying oedema con- 
siderable, the injection should be made in three places. 
After injection, give the tumor a coating of flexible 
collodion ; the collodion contracts and causes pressure 
on the tumor, which helps to promote absorption. 
Nine out of ten cases of bubo will be found to belong to 
the chancroidal class. Often the specific bubo re- 
mains unbroken for months, and then bursts. It is 
always a hard, solid body, well defined in outline, a 
point in differentiation from the simple kinds. The 
latter are amenable to the carbolic acid treatments 
but the specific bubo is sullen and defiant, slow, re- 
mains hard, seldom softens. The simple kind often 
makes ugly sores which are hard to heal. He has 
found iodoform, boric acid, and balsam Peru the best 
local treatment, equal parts of each being used and 
the cavity being filled with the mixture. When the 
healing is slow he treats the sore with a solution of 
nitrate of silver, 60 grains to the fluid-ounce of water, 
a few drops of pure nitric acid, and 10 to 20 grains of 
nitrate of soda being added. Apply with a swab. This 
will frequently stimulate rapid granulations and cica- 
trization. A good local application to these sores 
is the fluid extract of hydrustis, two or three times a 
day.— Medic. Age. 



Removal of Necrotic and Carious Bone with 
Hydrochloric Acid.— Dr. Eobert T. Morris, of 
New York, in a f aper read before the Virginia State 
Medical Society, stated that deforming and dangerous 
operations could be avoided by adopting a method 
which he thought was now complete. An opening is 
to be made directly down to the dead bone, and a 
large sinus formed. All other related sinuses are 
then made to lead into the large single one if possible. 
At the end of about a week, when granulation of the 
walls of the sinus has begun, the cavity is injected 
with a three per cent, solution of hydrochloric acid 
in distilled water. The frequency of making injec- 
tions varies with the nature of the case. If the 
patient is confined to bed, injections can be made 
every two or three hours. If the patient is going 
about, injections are made only at night, and 
the patient is directed to assume a position in bed 
that will retain the acid solution. This acid injec- 
tion decalcifies dead bones rapidly, but as only 



superficial layers are attacked, other experiments 
have failed because they could not get rid of decalcified 
bone readily, and the acid solution did not penetrate 
to deep portions through it. Dr. Morris' plan con- 
sists in injecting into the sinus, at intervals of about 
two days, an acidulated pepsin solution, and this 
will digest out the decalcified bone in two or three 
hours. The whole process is then repeated until 
the sinus closes from the bottom, which it will do 
wb'^ the last dead bone is out. — Virginia Medical 
Monthly. 

Operation for Hypospadia.— Prof. Landerer 

(Deut. Zeiisohr. /. Chirurg., 32, 6) employs the fol- 
lowing operation in Irhis condition, which is based 
upon Eosenberger's method for epispadia : On each 
side of the defect of the penis a strip of tissue, 
3 to 4 mm. in breadth, is freshened, and the same 
is done at the corresponding portion of the scrotum. 
The bleeding surfaces are then coapted and united 
by sutures, so that the penis is firmly fixed to the 
scrotum. After six to eight days the sutures are re- 
moved and several weeks after the operation the 
penis is loosened from its attachment to the scrotum 
in the following manner : The penis is drawn np by 
traction on the glans, and two incisions 3 to 4 mm. 
in breadth, are then made from the meatus obliquely 
toward the scrotum. The rhomboideal defect on 
the scrotum remaining after detachment of the penis 
is then closed by suture. The result of the operation 
is exceWant.'^Oentralbl /. d, gesammte Therapte, 
January, 1892. 

Partial Resection of the Kidney.— Prof . Bar- 
den heuer has performed transverse resection of the 
kidney, together with excision of the corresponding 
portion of the renal pelvis, in two cases, in one for a 
cyst and in the other for a calculus. In the former 
case, that of a woman of thirty, the wound in the 
^ kidney pelvis was closed by a few sutures, but on 
the third day septic symptoms occurred in conse- 
quence of decomposition of retained urine around 
the kidney, and it was found necessary to extirpate 
the entire organ, which was followed by recovery. 
In the second case, that of a woman aged forty- six, 
the wound left after resection was tamponed with 
sterilized gauze. At the former site of the calculus 
in the kidney, however, a fistulous communication 
with the colon was formed, which still persisted eight 
weeks after operation. In Bardenheuer's opinion, 
the second case proves the practicability of transverse 
resection of the kidney, especially since in both in- 
stances the hemorrhage from the cut surfaces was 
quite easily controlled by transfixion and ligation of 
the vessels. — Arch. f. Klin. CTiirurg., Bd xlii, p .372. 
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Ii^ections of Iodoform Oil in Tuberculosis 
of the Joints. — Dr. Adolph Ahrens has employed 
injections of a M per oent. emulsion of iodoform in 
oliye oil, in sixty cases of tuberculosis of the joints, 
bones and soft parts, during the past two and a half 
years. The results of his experience are comprised 
in the following conclusions : 

1. lodoform-oil injections are entirely free from 
danger. 

2. In most of the cases thus treated a decide ^^«m- 
provement of the condition is noticed, which is 
evinced chiefly by the subsidence or diminution of 
the pains and the increased functional power. 

8. In about forty per cent of the cases observed, 
the improvement obtained approximated closely to a 
core. Tubercular affections of the wrist and elbow 
joints are most favorably influenced by this 
treatment. 

4. In commencing tuberculosis the prospects of a 
cure are most favorable, and the coexistence of phthi- 
sis does not render the prognosis worse. 

5. To prevent recurrences, a continuation of the 
injections at long intervals is indicated, even after a 
cure has been apparently effected. — Beitr. z. Klin. 
Chirurg. 

Detachment of the Internal Epicondyle of 
the Humerus. — Mr. J. Hutchinson, F.B.O.S., in 
aA exhaustive article on this subject (Brit. Med. 
Jour. Jan. 16, 1892), summarizes as follows : 

1. Detachment of the internal epicondyle of the 
humerus (as an epiphysis) is a very frequent injury 
in early life, and often accompanies dislocation of 
the elbow joint. 

2. The detached fragment is displaced downward, 
and is rarely, if ever, reunited by bone. 

3. In the treatment, passive motion should be 
commenced within three weeks, and should be per- 
severed with until the joint regains its functions. 

4. In several cases, owing to pressure on the 
ulnar nerve, great limitation of movement, and 
trophic changes in the region supplied by that nerve 
have resulted. In such cases it may ultimately be 
advisble to excise the detached piece of bone, but 
excision of the joint, which has been performed in 
one or two cases, is quite unjustifiable. 

^ 

Convulsions Treated by Compression of the 
Carotid. — Dr. Leopold Boheim of Budapest, pub- 
publishes a case of eclampsia, which he had, after 
the failure of all ordinary remedies, treated success- 
fully by compression of the carotid. The case was 
that of a robust man of fifty-six, who had been suf- 
fering for years from cancer of the bladder, with 
occasional hsBmaturia. The man had been attacked 



by a most violent eclamptic paroxysm, which was 
mainly confined to the left side. After constant 
compression for some time of the right carotid the 
convulsions were suddenly arrested, the patient re- 
covered normal respiration, and very soon felt quite 
well. Two or three slighter attacks followed, which 
were soon arrested by properly instructed attend- 
ants. The effect of the compression was so remark- 
able that Dr. Boheim earnestly recommends this 
treatment. He compressed the carotid with the 
index and second finger between the larynx and 
stemo-cleido-mastoid muscle backward toward the 
spine. He considers the rationale of the treatment 
to be that by compressing the carotid and at the 
same time necessarily the sympathetic nerve fibres, 
which closely follow the course of the artery, the 
excitability of the brain is allayed. — Lancet, Jan. 
2, 1892. 

Fracture in the Upper Third of the Femun 

— Dr. Oscar H. Allis {Medic. News) states that after 
fracture of the shaft of the femur the fragments are 
bound together by a hinge, which will be ehort if 
the vulnerating force be only sufficient to break the 
bone. If the hinge is short, overlapping can only 
occur to a very limited degree, and in all such cases the 
'* shortening '^ will be due to angular displacement. 
When the hinge is loose, ovrrlapping, with or with- 
out angular deformity, is possible. The shorter the 
hinge the greater will be the control of the upper 
fragment, through the agency of the lower. Trac- 
tion on the lower fragment under all circumstances 
is incapable of restoring the long axis of the broken 
bone. If the hinge is short, traction will draw down 
the upper fragment, but cannot efface the anterior 
angular tendency. If the hinge is long traction will 
exert but little infiuence upon the upper fragment. 
Traction in the oblique direction has no advantage 
over horizontal extension. The so-called '^ weak- 
ness " after fracture of the femur is not due to de- 
ficient bone-repair, and is greatest when due to angu- 
lar deformity with rotation of fragments. Angular 
deformity, with rotation of fragments, compels both 
hip and knee to assume abnormal relations to the- 
trunk. Shortening, due to overlapping, taithaut 
angular deformity or rotation of fragments, is no- 
barrier to heavy manual labor. Treatment directed 
to the lower fra^ent is the probable agency in 
causing rotation in the lower fragment. No surface 
treatment can insure a useful limb. 

Osteotomy has corrected many a faulty union after 
months of waste time. The conversion of a sealed 
(simple) fracture into an exposed (compound) one 
offers the only possible means for accurate diagnosis^ 
and the only possible method of rational treatment 
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Peroxide of Hydrogen in Diseases of the 
Mucous and Serous Membranes. — Dr. W. S. 

^nllins, of Henderson, Ky,, has had an extensiye 
^experience with Marchand's peroxide of hydrogen, 
•daring the last ten years, in diseases of the nose, 
throat, ear, skin, and uterus. He cautions us against 
using the commercial and poisonous peroxide of 
hydrogen, and advises that it be applied or inhaled 
only by means of glass, rubber, porcelain or gold 
instruments, as otherwise its effects are contaminated. 
In acute, subacute or chronic coryza, when accom- 
panied by an acrid and excoriating discharge, and 
much sneezing, it will almost certainly control the 
sneezing and change the character of the discharge 
from acrid to bland. .In chronic nasal discharge, 
either from the anterior or posterior nares, of a yel- 
lowish greenish fetid character, with an accumulation 
of hardened pus and scabs in the nose, it will soften 
them and cleanse the nose effectually. In both of 
these conditions of nasal catarrh it should be followed 
by an application of glycozone on a cotton swab, or 
better still, a small tampon of borated cotton should 
be saturated with glycozone and placed up each nos- 
tril and allowed to remain for one to two hours. In 
diphtheria, the mouth, nose, pharynx and larynx 
should be frequently sprayed with peroxide of hydro- 
gen, 15 Yolumes, jss — jiss to jiii of distilled 
water, according to the degree of severity. In bron- 
chitis and asthma vapor inhalations of a mixture of 
peroxide of hydrogen, 15 vol., $ iss to ; i glycerine 
have proved very useful. In phthisis inhalations of a 
somewhat stronger mixture have been employed with 
success. In conjunctivitis and acne good results 
were obtained. In a case of extensive ulcer of the 
leg, of fifteen years duration, which had resisted all 
other measures, peroxide of hydrogen, 15 volumes, 
was dropped on the ulcer morning and night, and then 
A dressing of borated cotton, saturated with glycozone, 
And oil silk was applied. The leg was then bandaged 
from foot to knee with an Empire bandage. A per- 
fect cure was thus obtained. In gynsBcology, noth- 
ing, in the author's opinion, serves as well and often 
as peroxide of hydrogen. In abscess of the labia he 
punctures with a biptoury, cleanses with peroxide of 
hydrogen, 16 volumes, aud then Inject slowly 10 to 
15 drops of glycozone ; very little reaction follows 
and the results are perfect. In vaginitis the pure 
peroxide (15 vol.) is applied with a cotton swab to 
the entire mucous membrane, and followed at once 
by an application of glycozone, and introduction of 
a cotton tampon saturated with the latter. In 
endometritis and chronic metritis the application of 



the peroxide of hydrogen followed by tampons 
soaked in glycozone, has afforded excellent results 
in combination with other measures. In cases of 
carbuncle subcutaneous injections of the pure perox- 
ide act more efficiently and rapidly than any other 
local treatment. After the pain following the in- 
jection has subsided, a few drops of glycozone should 
be applied in the same manner. — Med. Era* 



Iodine Water and Aristoi as Surg^ical Anti- 
septics. — Popoff speaks highly of the antiseptic ef- 
fects of irrigations with iodine water (1 to 10,000), 
and consecutive powdering with aristoi (pure or in 
the form of a twenty per cent, mixture with boracic 
acid) in cases of tuberculosis of joints (fungating 
arthritis, etc.) and bones, callous syphilitic ulcers, 
simple chronic ulcers, angina Ludovici, phlegmon, 
furunculosis, wounds of every description, etc. The 
iodine lotion also gives excellent results in inveterate 
ozsena. In addition to its powerful antiseptic prop- 
erties it has a decided astringent and haBmostatic 
action. Under its use luxuriant and profusely bleed- 
ing granulations rapidly assume a normal appearance, 
cease to bleed, etc. — Boston Med. and Surg. Joum. 



Europhen.— Nolda (Tkerap, Jfbfui/«A.,'October, 
1891) relates some therapeutical observations on euro- 
phen. In four out of six cases soft sores healed in 
from seven to nine days, the remaining ones in 
twelve and fourteen days respectively. The parts 
affected were washed with perohloride of mercury 
solution (1 in 2,000) and the pure powder dusted on. 
In one case of a very extensive sore the author says 
that the half treated with europhen healed two days 
sooner that the other half treated with iodoform. 
Three cases of suppurative otitis, two of ulcer of the 
leg and one of hard chancre did well with this drug. 
Europhen is indicated in all cases where iodoform 
was formerly employed* Its healing qualities . excel 
those of iodoform in cases of spreading ulcers, etc., 
and it has the following advantages : 1, its smell is 
less intense and not disagreeable, 2, it is innocuous, 
and 3, it has a lower specific gravity. — British Medic, 
Journal, Jan. 2, 1892. 



The Dish-Rag Gourd as a Substitute for 
Spong^es. — Dr. Beall {TeoMs Courier of Medecine, 
December 1891) regards the Luffa dish-cloth or inside 
of the vegetable dish-rag gourd as an excellent means 
of cleaning any surface upon which the knife is to be 
used. It is cheap, will not irritate the skin, will 
bear any kind of antiseptic solutions or soaps, and 
will rapidly remove dirt and infectious material. 



Digitized by 



Google 



Journal of Surgery. 



Vol. V. 



MABOH, 1892. 



No. 3. 



PUBLISHED 

BT TBI 

Iilternational Jouriial of Surgery 60. 

J. Mac DONALD, Jr., Sec'y and Gen'l Manager, 

p. 0. 3Box 587, or 60 Xftlden Lme. 

New Tobk, N. T., U. 8. A., 

7b wfaom all oommimlcatioDfl iotended for tlie Editur, originAl oootrl- 

bationfl, eiohangM, books for review, as well as oom- 

munlcatlons relatincr to the oosiness of the 

Joomal, sboaid be addreoed. 



To Contrllmtoiti and Corr«ipoiideiits*-<(M0ifMf 

bterul, N€w$ iUmt^ ^., orv someUtdJtom mmnbirt qf the prqt^mUm etunf 



AutkMr9/afH>HngwwWkOrioHi4aAfiiel4ti^maddo»wUhthtuna^ 
iUuiOkng that ihn enrtj&r 99dxidot pviMeati^ Anvdnich 

IkmfrfmtkUniemiut be $pmMUy nunHontd at Ms time qf tmdlna tki 
manueeript. 

Though not refiOr^/or pubtteaUan, all eomimmiealkms muet contain 
(he aiUhot'efwem and add^mt otherwise naaitmUkmwUt be paUi to the$H, 



Editorial Departn\ept. 
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THE TBEATMENT OF nTTEBTINAL OOdLUSIOIT BT 
THE OOHSTAVT EI£OTBIO On&&ENT. 



Profenor Semmola, who is justly esteemed one of 
the great clinicians of Italy, has reoentlf recorded a 
case in the British Medieal Journal, which is inter- 
esting for a nnmber of reasons. In the first place it 
shows that there is a fonn of intestinal occlusion 
dae exdasiyely to transient paralysis of the intestines 
through defectiye innervation, and secondly that in 
these cases the constant electric current exerts a mar- 
Yellons effect. In the case in question the author 
based his diagnosis of intestinal paralysis upon the 
following facts : first, the sudden onset of the pain ; 
secondly the paroxysmal character of the pain, and 
the freedom from suffering between the attacks, 
when the abdomen was soft and pressure did not 
Cttuse any pain ; thirdly, the mapping out of the 
intestinal coils at different points during every at* 
tack of pain ; fourthly, the intestinal occlusion which 
had come on suddenly after the patient had been re- 
peatedly purged, and on the day following an attack 



of acute diarrliceu ; fifthly, the existence of paralysis 
of the bladder, which had appeared without any ap- 
parent cause, so far as the {[enito-urinary apparatus 
was concerned, and which has never been recbrded 
as a concomitant symptom of ofdinary intestinal 
occlusion ; and sixthly the neurotic temperament of 
the patient. When Semmola was called in, the at- 
tending physicians had exhausted all the measures 
ordinarily employed in the medical treatment of in- 
testinal occlusion, without affording the slightest 
relief, and laparotomy had been advised as a last re- 
sort. As the logical sequence of his diagnosis of 
nervous paralysis of the bowel, the author urged the 
immediate application of the constant electric cur- 
rent—a proposition which was vigoronsly opposed 
* by most of the medical men present. A curi^nt of 
a strength of ten milliamp^res was applied, the posi- 
tive pole being carried twenty to twenty-five centi- 
metres up the bowel by means of a rectal catheter, 
and the negative pole rubbed transversely over the 
sui'face of the abdomen, especially in the parts cor- 
responding to the csdcum, the ascending, transverse 
and descending colon, and the sigmoid fiexure, as 
well as over the hypogastric region. The duration 
of each application was from eight to ten minutes, 
wid there were three sittings every day. The effects 
of this treatment were highly sati8factoi7; by the end 
of the first day, the urinary retention had disappeared, 
the attacks of pain were less violent, and the pa- 
tient's general condition had improved, but the con- 
stipation still persisted. Encouraged by these re- 
sults, and despite the opposition of the other doctors 
who clamored for laparotomy, the author continued 
the electrical applications and had the satisfaction 
of relieving the obstruction after the ninth sitting. 
This case not only testifies to Dr. Semmola's ability 
as a diagnostician, but to his courage in acting upon 
his own convictions, and resisting the demands for 
immediate laparotomy which seemed justified in view 
of the critical state of the patient. It also illustrates 
the necessity of studying each case of intestinal ob 
struction carefully, with the view of determining the 
exact pathological condition present. Indiscriminate 
laparotomies performed in cases which might have 
been cured by simpler and less dangerous means'will 
certainly not redound to the credit of surgery. 
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Althoagh looked at from a modem standpoint 
the knowledge of surgery possessed by the ancients 
was of the most rudimentary character, it must not 
be forgotten that we are indebted to them for many 
of the operative procedures which the surgeon of the 
present .day is called upon to perform. Necessity, 
as the saying goes, is the mother of invention, and it 
is certain that the ancient medical man, although 
profoundly ignorant of pathology, was frequently led 
by common sense reasoning — some might call it in- 
tuition to devise operations, the knowledge of which 
became lost in the course of time. A familiar in- 
stance of this is the operation of rhintfplasty, which 
was practised from a remote period in India and 
owed its invention to the custom of punishing crimi- 
nals by cutting off their noses. Notwithstanding its 
ancient origin, however, rhinoplasty was not em- 
ployed to any extent in Europe until the present 
century. An interesting chapter to the history of 
ancient surgery has been recently contributed by 
Professor Hal C. Wyman, of Detroit. In a paper 
published in the American Lancet^ Dr. Wyman de- 
scribes a skull which was exhumed from a mound on 
the banks of the Detroit Biver, and which, in his 
opinion, presents evidences of having been trephined 
for surgical purposes. Through the top of the 
cranium three holes had been bored, bearing such 
relations to each other that lines drawn connecting 
them would have formed a triangle. The apertures 
are remarkable for the smoothness of their sides and 
their almost perfect circulai* circumference. Dr. 
Wyman thinks that no stone or flint instrument 
could have produced them, but that the material 
used was obsidian, a species of very hard lava, with 
the properties of which the ancients were acquainted. 
From the same mound which furnished this interest- 
ing specimen four other skulls had been exhumed at 
different times, and two of these were also perforated. 
An investigation of this subject by the author re- 
vealed that a number of such skulls had been found 
in the western part of this countiy, but especially in 
Michigan, Illinois and Ohio, while numerous speci- 
mens have been discovered in nearly every country 
of Europe, in Asia Minor and Algeria. It is note- 
worthy that thei*e still exists a race in Algeria called 
Kabyles, who employ trephining for cranial fracture, 
making use of instruments which, though of the 
most simple pattern, are well designed for the pur- 
pose. The question of surgical interest is whether 
these crania of prehistoric races were trephined be- 
fore or after death. Dr. Wyman states that the per- 



forated skulls fouiid in Europe and Asia Minor bear 
better evidenee of4repbi«ing as a surgical proceed- 
ing than those of America, many, and perhaps most 
of which appear to have trephined post-mortem. It 
is generally believed that the trephining was per- 
formed for religiouF rather than surgical purposes, but 
as the author pertinently remarks, if this were true 
it is strange that more perforated skulls have not 
been found since religious observances are practised 
commonly by the masses. The fact that the open- 
ings usually show no signs of cicatrization is, in the 
author's opinion, no valid objection against the view 
that they were made for surgical purposes, since the 
operation may have been resorted to too late to pro- 
long life until repair could establish permanent 
traces. Moreover, the perforations are so small that, 
if the operation was successful, the openings would 
close entirely in a few weeks, leaving no traces which 
would be likely to be detected by any one but a 
skilled arohffiologist. The author, therefore, con- 
cludes that the valley of the Great Lakes once con- 
tained a race of people who practised surgical tre- 
phining, and this view ia in keeping with tlie teach- 
ings of Broca, the foremost authority on this subject, 
who says that in the stone age young children were 
frequently trephined for internal maladies. 



TEE TBAHBLUOENOT OF SOLID TTTHOBS. 



Dr. Poncet {BuUeiin de I'Acadimie de Midecine) 
has recently called attention to the fact that translu- 
cency is not a characteristic of fluid tumors only, 
but that this property is shared by certain solid for- 
mations. Thus he has noticed translucency in four 
cases of lipomata of the hand, forearm and axilla, 
in chondron^ta of the bones and soft parts, in fun- 
gous synovitis, in dermoid cysts with solid con- 
tents, etc. It follows from these observations that 
the mere translucency of a tumor is no positive indi- 
cation of its fluid character and can therefore be re- 
garded as only of comparative diagnostic value. But 
even in cases where there is no doubt as to the pres- 
ence of a fluid accumulation, the fact that it ia 
translucent does not throw much light upon its 
nature. The contents may be more or less turbid or 
more or less admixed with blood, without arrest- 
ing the passage of the rays of light. Dr. Poncet haa 
observed this several times in eases of hydi'0-h»ma- 
tocele and other cysts with bloody contents, and in a 
case of hsBmatoma of the ear upon which he operated 
the tumor was entirely translucent. He thinks 
therefore that the translucency of a tumor depends 
chiefly upon its size and especially upon its thickness* 
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THE TKEATMENT OF OOMFOUND FBAOTITfiES.* 



By Herman Mynter, M.D., Buffalo, N. Y. 

Professor of OpsrcOwe and Clinical Surgery, Niagara 

Vhiveriiiti^. 



Ik no class of accidents is the influence of anti- 
septic treatment more apparent than in compound 
fractures. Before the antiseptic period the mor- 
tality in these accidents from septicsBmia, pyaemia 
and erysipelas was simply frightful. No prognosis 
conM be given in a single case, not even in a simple 
puncture of the skin. Billroth gave in gunshot 
fractures a mortality of sixty per cent, for the femur, 
and twenty-four per cent, for the leg below the knee. 
But in civil hospitals the results were even worse. 
Volkmann lost twenty-five of one-hundred and four 
cases of compound fractures from gunshot wounds 
at Trantenan, i.e.^ twenty-five per cent., and twenty- 
six of sixty-four compound fractures of the leg in 
the Hospital at Halle, in peace, i.e,, forty percent., 
and yet a great many were simple punctures of the 
skin. 

Of 885 cases of compound fractures of the leg 
below the knee collected from different sources, 339 
died, t.e. thirty-eight per cent., while the mortality 
in war was but twenty-four per cent. This was the 
general rule and not characteristic of one hospital. 
Banm in Gottingen had 38.0 percent, mortality. 
BiDroth** Zurich " 38.7 '* " 

Clmic '* Breslan " 40.6 " " 

Clinic " Halle *' 40.6 *' " 

Clinic '' Bonn '' 41.8 " *' 

Lucke *' Bern " 38.0 *' *' 

I am informed from credible sources that at the 
Buffalo General Hospital, shortly before 1880, sixteen 
consecutive cases of compound fractures of the leg 
terminated fatally. 

It is greatly to be wondered at that with such 
general results Volkmann's paper on. the treatment 
of complicated fractures in 1877, occasioned the 
greatest astonishment. He reported seventy-five 
cases, of which eight were amputated secondarily, 
but all seventy-five recovered. Of these seventy-five 
cases forty-three had fractures of the leg below the 
knee, for one of which amputation was performed. 

Volkmann's method was as follows : The wound 
was dilated with the knife m every case, so that a 
finger could be introduced and the fracture seen and 
felt. The wound was then thoroughly disinfected 

•Read before the New York State Medical Society at Albany, 
F^maryisas. 



with carbolic acid solution, all coagula being re- 
moved. All pockets under the skin were opened 
freely in order to drain them, and a number of in- 
cisions were made particularly where the skin was 
torn loose from the fascia, in order to remove the 
blood and introduce drains, so that the skin might 
adhere again by first intention. Badly crushed parts 
of muscles were occasionally removed. The fracture 
was disinfected, if necessary, through a new incision. 
All loose splinters were removed, while those attached 
to the periosteum were left in situ. Sharp bone- 
points were removed with bone scissors. After re- 
peated irrigation a number of short drainage tubes 
were introduced vertically, the wounds sutured and 
an antiseptic bandage and lateral splints applied. 
The first dressing decided the fate of the patient. 
The entire dressing was removed in all severe cases 
inside twenty-four to forty-eight hours, in order that 
he might satisfy himself that everything was all 
right, and thereafter regularly every second; fourth 
or sixth day until no more secretion appeared, and 
until the blood coagula had been replaced by granu- 
lations. The drains were then removed and a per- 
manent plaster-of-Paris bandage applied. The 
method, although successful, was quite laborious. 

It is now fifteen years ago since Yolkmann's paper 
appeared. It should have revolutionized the teach- 
ings of the treatment of compound fractures and, yet, 
has it done so ? We need only consult any one of 
the numerous text books on surgery in the English 
language and we will in almost all find the following 
recommendations : If a mere puncture is present, 
seal it up with collodium, or compound tincture of 
benzoin. If suppuration occurs, incise and treat on 
general principles. If there is a large wound and 
lacerated edges, syringe it out with strong antisep- 
tics, insert drainage tubes, apply antiseptic' bandages 
and splints. If the bone is comminuted remove 
loose splinters, saw off projecting edges, wire the 
fragments and treat on general principles. In severe 
compound fractures with extensive lacerations of soft 
tissues, ruptures of large arteries and nerves, and 
opening of large joints, amputate. 

For several years I have employed a uniform and 
more radical method in dealing with this class of 
accidents and the results have been as encouraging 
as the method is logical, A compound fracture is 
simply a contused and lacerated wound, as little in- 
clined to heal by first intention as any other con- 
tused and lacerated wound, not to mention the fact 
that the wound is often, even in simple punctures, 
filled with dirt, the sharp ends of the bones having 
gone through the clothing and into the ground. I 
have rarely examined such a wound without finding 
foreign particles in it. To seal such a wound with 



Digitized by 



Google 



60 



Thb Intbknational Journal of Surgbky, 



collodiam is as unscientific as it is dangerous^ even 
if i t occasionally heals without any accident occurring. 

I have, therefore, in every case of compound frac- 
ture for several years endeavored to change the con- 
tused and lacerated wound into a simple incised 
wound in which I confidently might expect healing 
by first intention. On admission to the Sisters of 
Gharity Hospital, a patient with a compound fracture 
of the leg, or any other limb, is invariably anaesthetized 
and the leg is then as thoroughly disinfected as can be 
done with soap, brush, razor and corrosive sublimate. 
The wound, even if a simple puncture, is then freely 
incised, an Esmarch's bandage having been pre- 
viously applied. All crushed and lacerated, or blood 
suffused and suspicious looking tissues are thor- 
oughly removed with curved scissors, and this is 
done whether they be formed by skin, subcutaneous 
tissue, fascia or muscle. I prefer to take away too 
much rather than to leave anything suspicious be- 
hind. Every pocket is opened along its whole 
length and treated in the same way. If deep-seated 
pockets be found between the muscles, large open- 
ings are made in the most convenient spot in order 
to deal intelligently with them. Loose splinters are 
removed, and if the fracture is severe or comminuted, 
the ends of the bones are forced out through the 
wounds, thoroughly cleaned, and the blood clots re- 
moved between and behind them. Sharp points are 
removed with bone-scissors, and in comminuted 
fractures the bone-ends are occasionally sawed off 
transversely. I have quite often found loose splinters 
and even foreign particles behind the bone-ends. 
The Esmarch's bandage is thereafter removed, in 
order to find and ligate bleeding arteries, and then 
reapplied. The wound having been thoroughly dis- 
infected with corrosive sublimate solution (1-2000) 
and the fractured bones having been brought into 
apposition and carefully held there by the chief as- 
sistant, the different wounds are closed with catgut 
sutures, with the exception of about one-half inch in 
each wound, which is left open for drainage. A 
strict antiseptic bandage is next applied, and this 
covered with a plaster-of-Paris bandage taking in 
both .the knee and the foot. The Esmarch's bandage 
is finally removed and the wound allowed to fill with 
aseptic blood. 

I have in no case used any silver- wire sutures or 
drainage tubes, both of which not only are superflu- 
ous, but necessitate the disturbance of the dressing 
and thereby may interfere with the healing process. 

This first dressing I allow to remain undisturbed 
from four to six weeks, according to the severity of the 
fracture, and, when removed at that time, I have in 
every case found a perfectly healed wound without a 



trace of pus. If the fracture is not then perfectly 
consolidated, I reapply the plaster-dressing. 

I have during the last three years treated eleven 
cases of compound fractures of the tibia and fibula 
in this way, most of which were very severe. One 
died of delirium tremens on the sixth day, but the 
wound was found perfectly aseptic. In one case 
where amputation was performed on the third day 
on account of gangrene, recovery occurred, and nine 
cases recovered without any complications, such as 
necrosis, osteomyelitis, suppurations, etc., the wound 
in every case healing without a trace of pus. 

I could, with the greatest ease, double or treble 
these few statistics if I were to add compound frac- 
tures of other long bones and primary resectioub of 
joints on account of injuries. The result has in 
every case been the same, a perfectly aseptic course 
with a minimum of discomfort to the patient. 

Is it not then about time to rewrite the chapter on 
the treatment of compound fractures ? 1 add a little 
statistical table of eleven cases, giving in each case 
the age, cause, condition on admission and result. 
It is valuable, particularly in showing the uniformity 
of results in the most diverse degrees of lesion and 
at different ages. 

I have treated successfully in this way cases of 
fractures in which I formerly without hesitation 
should have amputated, and I have very greatly 
modified my ideas of what is an indication for 
primary amputation. Let me, as an example, men- 
tion more fully case KTo. 11, in which I had the op- 
portunity of examining the wound on the sixth day, 
the patient then dying of delirium tremens. 

P. P., aged twenty-one, was brought, on November 
30, 1891, to the Sisters of Charity Hospital with the 
following history : Eighteen hours previously, while 
blasting in the Niagara tunnel, a large rock weigh- 
ing several tons fell, striking him on the right leg 
in the lower third, and producing a compound and 
comminuted fracture of both tibia and fibula and ex- 
tensive lacerations oi^ the soft parts. On examina- 
tion at the Hospital two large lacerated wounds were 
seen, one on the anterior surface, through which 
bone protruded, and one behind, extending well up 
on the calf. Both wounds were filled with numerous 
particles of stone, some as large as beans, and with 
earth. Under ether-narcosis the wounds were freely 
enlarged and a third incision was made over the fibula. 
Ten large splinters were removed leaving a gap about 
two inches long between the ends of the bones. 

The bone ends were then .made to protrude 
through the wounds and sawed off transversely. At 
the point of fracture the bellies of all the muscles 
except the peroneus longus, tibialis anticus and soleus 
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were fonnd torn across and pulpefied for seyeral 
inches. The crushed parts were removed with 
gcissors, also all lacerated subcutaneous tissue and 
parts of the skin. 

The posterior tibial artery was found ruptured and 
was doubly ligated. The foot was thus held in place 
by the skin, the three muscles mentioned, and the 
anterior tibial artery. The condition of the nerves 
was not ascertained. The wound was thoroughly 
irrigated, the incisions sutured with catgut in the 
way mentioned previously, the foot pushed upwards 
to approximate the bone-ends and held carefully in 
place while an antiseptic dressing and a plaster-of- 



Paris bandage were applied. By measurement there 
was then found fully two inches of shortening. 
Moderate surgical fever followed, but the toes were 
warm and the patient comfortable until December 4th, 
when he was attacked by delirium tremens to which 
he succumbed on December 6th. 

The dressings were found perfectly sweet, without 
a trace of pus, and the wounds in the skin entirely 
agglutinated or healed. A blood-clot was found 
organized around the bone-ends and between the 
severed muscles, and the whole condition gave every 
evidence that the final result would have been 
favorable, if he had not died of delirium. 



, 


Namx. 


AOK. 


OOOUPATXON. 


CoNDmOir AND Caubb. 


BXSULT. 


Case 1. 


John Meyer, 


65 


Tramp, 


Struck by railroad train. 


• 
No rise of temperature. Feb. 


Entered Nov. 8th. 1888. 








Lacerated wound of middle 
third of leg, protruding ends 
of bone, oblique fracture 
with several loose frag- 
ments. Wound full of dirt 
and coal dust. Soft tissues 


16th, 1889, dressings 
changed. They were dry 
and there was no pus. 
Wound healed ; some loose- 
ness of fracture; plaster 
dressing was reapplied. 
April 18th, 1889, discharg- 
ed cured. 


Case 3, 


Timothy Cronin, 


28 


Printer, 


Slipped on icy street and sus- 


Jan. 11th, 1889, toes cold. 


Entered Jan. lOtb, 1889, 








tained compound fracture of 
both bones of right leg at 
Junction of middle and low- 
er third. Fracture oblique 
and bones protruding on 
anterior surface. Soft tis- 
sues badly crushed and lac- 
erated. 


bandage loosened. Jan. 
18th, no return of circula- 
tion, commencing gangrene. 
Amputation below knee. 
Patient made a good re- 
covery. ' 


Cases, 


E. Clifford, 


24 


Carpenter, 


Fell 16 feet from a bidder. 


Temperature on 2d day 101**, 


Entered Oct. 9th. 1890, 








producing compound frac- 
ture of both bones of left leg 
in lower third. Upper frag- 
ment protruding three-quar- 
ter inch; wound full of dirt. 
Muscular tissues badly lac. 
erated. 


8d day normal. IXischarged 
Dec. 6th ; no deformity. 


Case 4, 


Pat Kelly, 


24 


Carpenter. 


Fell from scaffold. Com- 


Discharged April 27, 1891, 


Entered March 20th, 1890. 








pound fracture near ankle 
joint. Several pieces of 
bone removed. 


recovered. 


Case 5. 
Entered Oct 20th, 1890, 


John Setticker, 


45 


Huckster, 


Was thrown from his wagon. 


No rise of temperature. Dis- 








fracturing both legs. Sim- 


charged April 27th, recov- 








• 


ple fracture of left leg, com- 


ered. 










pound fracture of right leg 












in middle third. Fracture 










• 


oblique, punctured wound 
on inner aspect of leg. 




Case 6, 


C. Majon, 


24 


Unknown, 


Fell on icy sidewalk. Punc- 


No rise of temperature. May 


Entered Feb. 28th, 1891, 








tured wound on anterior 
surface of left leg, oblique 
fractures. 


7th, wound healed, butfrac- 
stiU loose. July 28th, dis- 
charged recovered. 



Digitized by 



Google 



G2 



The International Journal op Surgery. 



Case 7, 
Entered Sept. IStli, 1891, 



Case 8, 
Entered Sept. 80th, 1891, 



Case d 
Entered Nov. 6th, 1891, 



Nau. 



S. Eastman, 



Fred. Ullmann, 



James Thomas, 40 Miner, 
ColVd 



Aqs. 



30 



Case 10, 
Entered Nov. 10th, 1891, 



Case 11, 
Entered Nov. 80th, 1891, 



Mrs. Whisking, 



Pat Flaherty, 



LOCATXOK. 



Brakeman, 



Schoolhoy, 



47 



21 



Condition ahd Causv. 



Housewife, 



Miner, 



RSBULT, 



Strack by enfiine. Compound 
transverse fracture of tibia 
and fibula, middle third, 
left leg. Bones overlappiuj 
fully an inch. Puncture^ 
wound on inner surface. A 
large incision was made in 
order to reduce the fracture, 
it being impossible to do so 
by extension alone. A great 
deal of crushed tissue and 
pidpefied muscle was cut 
away. Sharp edges of bone 
cut off. 



Fell under cars. Right leg 
crushed to a pulp in middle 
third, in left leg a compound 
fracture between middle and 
lower third. Right leg a 
putated below knee-ioint. 
On left leg soft parts badly 
bruised, punctured wound 
on inner surface, through 
which upper fragment pro- 
truded. 



Struck in the Niagara tunnel 
by a large rock on left le( 
on day before. Compound 
fracture of tibia and fibula 
in the middle, oblique frac- 
ture with ends of lower frag- 
ments protruding througn 
the skin. 



Thrown from a wagon 18 
hours previously, and bus 
tained a compound fracture 
between middle and lower 
third of left leg. No splint 
applied; when received large 
ragged wound over anterior 
and inner surface, through 
which lower fragment pro- 
truded for one inch. The 
anterior tibial muscle was 
caught between the bone- 
ends. Behind the upper 
bone-end, which was made 
to protrude, a large frag- 
ment of bone, one inch long, 
was removed. 



Injured at the Niagara tunnel 
by blasting on Nov. 29th, 
producing comminuted and 
compound fracture of tibia 
and fibula and diffuse lacer- 
ation of skin, subcutaneous 
tissue, muscles and rupture 
of posterior tibial arteiy 
Wound filled with dirt and 
particles of stone. Ten 
large splinters removed 
leaving a gap two inches 
long between the bones, 
The bellies of all themus- 
cles except tibialis anticus, 
peroneus longus, soleus, 
pulpified for several inches 
and removed. Arteria tibi 
alls postica doubly ligated. 



Temperature on second dav 
100 , thereafter normal. 
Oct. 24th, wounds healed 
without pus, fracture still 
loose. Nov. 26th, still some 
looseness. The callus se- 
vere ly manipulated and 
plaster bandage reapplied. 



N o rise of t6mx)eTature. Dis- 
charged recovered, Nov. 
18th. 



Noriseoftemperatare. Dec. 
20th, wound healed, but 
some looseness of fracture. 
Plaster dressing reapplied. 
Is still in hospil^. 



No rise of temx)eratnTe. Sent 
to her home on Dec. 26th, 
with a plaster apparatiis, 
as there was still some loose- 
ness of the callus. 



Died on sixth day of delirium 
tremens. All wounds found 
agglutinated or healed ; a 
large organized blood clot 
was found between the 
bones and muscles. Not a 
trace of pus. 
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BEMAMS OK STBAKGITLATED HEBNIA, WITH 

BEPOKT OF A CASE OF OFERATIOU WITH 

BEOOVEBT. 



By George G. Van Schaiok, M. D. 

Attending Surgeon to the French Ebepital, Instructor in the 
New York Post Graduate Medical School and HotpUal, etc. 



StranguLlAted hernia is an occurrence of compa- 
rative frequency^ of great suddenness^ and one which 
so swiftly jeopardizes the sufferer's life, that every 
medical man feels the deepest interest in its nature 
and treatment. Hence it has been so ably and 
thoroughly studied that the writer cannot expect to 
add an iota to the knowledge we already possess in 
regard to it. But it has seemed to him that it 
might be of interest to study this condition with 
reference to its occurrence in the practice of the 
country physician and, in general, of the medical 
man whose surgical resources as to operative facili- 
ties, special skill, and intelligent assistance, are 
limited* 

I shall not describe strangulated hernia, rehearse 
its various symptoms, or propose any new mode of 
treatment adapted to it. My intention is merely to 
discuss the mode of procedure best adapted to its 
relief when general surgical facilities are limited. 

In the first place we are invariably told to try 
taxis, and are instructed that, failing to reduce the 
tumor without anaesthesia, we should put the patient 
nnder its influence and try again, allowing the hips 
to rest upon the bed, while the shoulders are sup- 
ported on a stool or chair below the level of the bed. 
In regard to these procedures, the cardinal rule should 
be : " Beware of losing time," for in these cases, as 
in cases of hemorrhage, *^ Time is Life.'' The medical 
pan should procure an anaesthetic at once, and as 
soon as one is at hand, he should administer it to 
the surgical degree. The hernia may be one that 
will be easily reduced without anaesthesia, but it is 
noi usually wise to lose time in trying this. If easily 
reduced without anaesthesia it will be still more easily 
reduced with it, and with less pain and less shock. 
But another consideration is of importance, namely : 
"What is the degree of skill possessed by the operator 
in the matter of taxis P" Taxis in the mind of 
those not practised in its performance means a 
rather hazy variety of pushings, puUings, and 
massage manipulations without very defijiite method 
or object, save the ultimate one of reduction. I will 
not describe taxis or try to give hints in its perform- 
ance. It can never be learnt from books, it cannot 
even be learnt from experience in a case or two. It 
requires much study and observation of anatomical 
details and of the procedures adopted by experts 



actually working at the bedside. A practised hand 
will often reduce a hernia in a few . moments, upon 
which other men have been exerting all their energies 
for hours with fruitless results. Use no roughness ; 
sin rather in the direction of insufficient force ; do 
not shook the patient; do not tire yourself out. 
The limit of time that should be expended in efforts 
toward reduction has been very variously estimated ; 
some have advised an hour or two, others have 
spoken of a few minutes. Those that have experi- 
ence in the matter need no time limit, their efforts 
are nicely graduated, no excess of force is brought 
to bear, and they can strive for a fairly long time 
without doing harm. The unpractised hand, having 
obtained full muscular relaxation, having placed the 
patient in the most favorable position, and having 
gently manipulated the parts in the manner that 
appears to him most rational, should not strive long ; 
ten or fifteen minutes of gentle efforts should be suf- 
ficient. A longer trial will commonly prove a waste 
of time and energy, and a waste of resisting power 
in the patient. 

The attendant has made up his mind that his 
efforts at reduction are unavailing, or he has been 
rewarded by success. In the former instance, oper- 
ate immediately. Brook no delay that is not indis 
pensable. Semember that the constricted gut in an 
hour or two may be converted from a dark purple 
mass that has still the power to rapidly recover, into 
a dark chocolate hued thing whose chances are very 
bad, and which in a very short time may show points 
of sphacelation and compel a resection or the estab- 
lishment of an artificial anus. The operation is an 
easy one as a rule, the man who can cut at all and 
who is able to catch a bleeding point should be at 
home in its performance. A well-known old teacher 
of this city was wont to tell his students to cut 
through the Latin names and get to the gut. The 
incision is made over the site of hernia, in the general 
direction of the Poupart^s ligament. If the point of 
your knife be afflicted with timidity aud hesitancy, 
keep on cutting through every thing over a grooved 
director, a simple blunt probe introduced beneath 
the tissues, or anything else that may take its place ; 
a hairpin may serve if nothing else be at hand. You 
are soon rewarded with the sight of a gray-blue, 
smooth, rounded mass, with a distinctly fibrous cover- 
ing, showing beneath its transparent textures dark 
blotches that are probably caused by extravasated 
blood. You pinch up this sack and incise it 
throughout its length, and you see the coil of gut, 
sometimes alone, more often accompanied by omen- 
tum. You may be able to reduce both these struct- 
ures one after the other without further incision. 
By gentle manipulation you may be able to press out 
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the gas that distends the intestinal loop, when it 
may easily be induced in some instances. Scarcely 
any force at all should be exerted in doing this. The 
reduction not being easily accomplished, you proceed 
at once to enlarge the opening by nicking the con- 
stricting ring. If the hernia be direct, the direction 
of the cut should be inward and upward, if oblique, 
outward and upward. Several nicks may be needed. 
If the amount of omentum be so large as to prevent 
reduction, it should be resected and the bleeding 
points tied, when a slight amount of manipulation 
with expression of contained gas, if possible and safe, 
will commonly suffice. The wound is then sewed up. 
If drainage be needed, a few strands of horse hair, 
silk, or a rubber tube, can be used. In case of 
sphacelation or insufficient vitality the gut, not lieing 
any longer strangulated, may be retained outside of 
the body under warm antiseptic dressings until it 
shall have demonstrated its power of repair or the 
nesessity of further treatment. The formation of an 
artificial anus is the easier method, while reseption 
gives the best result as regards ultimate effects, but 
offers greater risks to the patient, unless the operator 
be skillful in intestinal surgery. 

Much more should be said to give a complete de- 
scription of the operative measures ; I have had no 
intention of so doing, however, but merely of roughly 
outlining the mode of procedure. 

My last case of operation in strangulated inguinal 
hernia shows how a rapid operation even in a despe- 
rate looking case may be of service. I was called in 
October last to see Mrs. S. the wife of a physician. 
She had a very large strangulated hernia that had re- 
sisted all efforts at reduction. I was prepared to 
operate on the spot, but repairs to the house had put 
it in such bad condition, for the time being, that I 
had the patient placed in a carriage, and at once 
conveyed to the French Hospital. When I first saw 
her, Mrs. S. had a pulse of over 130, had a pallid, 
cadaverous appearance, and seemed to be rapidly 
going further and further toward a condition of in- 
tense shock. Upon her arrival at the hospital she 
had to be stimulated while still in the carriage. She 
was taken at once to the operating room and made 
ready for operation. Her condition was then so bad 
that I hesitated to operate, but her husband and 
myself agreed that it would give her the only chance 
of recovery. She was etherized. I rapidly cut down 
to the sac, opened this, found a loop of intestine very 
black and lacking lustre, and a large quantity of 
omentum. The omentum was immediately resected 
after nicking the ring, and allowed to return to the 
abdominal cavity, whereupon the intestinal loop, 
upon which a warm antiseptic solution had con- 
stantly been allowed to flow, was easily reduced. 



The wound was sutured after a rapid attempt at 
radical cure, and the patient placed in bed. The 
patient^s husband, who remained in the room during 
the operation, was of the opinion that her death 
would be a matter of but a few hours. Careful 
stimulation, to as little an extent as possible, and 
warm water bottles in the bed soon improved her 
pulse, which had risen to over 140, and the patient 
began a process of recovery which was quite rapid 
and uneventful. 

The general aspect of the case was exceedingly 
bad, and if the husband had not been an intelligent 
physician, the operation would probably enough have 
been refused by the parents, as it was a case in which 
I would have felt justified in extending but very 
little hope to the family. A delay of another hour 
in the case would in all likelihood have proved fatal. 

It seems to me that the proper view to take of a 
strangulated hernia is that it is something demand- 
ing immediate operation, that reduction by taxis is a 
lucky accident upon whose occurrence we cannot 
count, and that not a minute is to be spent in any- 
thing that is not a direct preparation for operation. 
Then, if the surgeon is disappointed in his operation 
by the successful outcome of taxis, he will feel that 
he was ready for the worst that could happen. 

I consider the performance of the operation more 
easy, in the majority of cases, than that of taxis. 
Serious complications may occur, but they are not 
such as would have been relieved by the taxis, and 
hence must be faced sooner or later, unless the 
patient is allowed to die with no attempt at relief. 
If the physician can find no professional assistantSy 
he can etherize the patient himself, and give the 
cone to a layman who will, with some supervision, 
commonly manage to keep up the ansBsthesia fairly 
well. Do not be afraid of the operation, but fear 
injudicious taxis, and especially fear delay. 

The preceding remarks must not lead the reader to 
believe that my purpose is to advocate promiscuous 
and immediate operation in all cases. The surgeon 
who operates on a patient evidently at death's door, 
and without the benefit of consultation, assumes a 
responsibility that is very grave, and fatal results are 
much more apt to be followed by the unjust recrimi- 
nations of friends and relatives after an operation 
than when the patient dies unrelieved. 

Some writers go to the extreme of appearing to think 
an operation unnecessary in the majority, if not even 
in all of the cases that may present themselves. Dr. 
Alexander Dallas, in the Medical News of November 
28th, 1891, asserts that he no longer believes that in 
a considerable proportion of such cases reduction is 
impossible, and operative interference compulsory. 
Dr. Dallas, who states that his experience in the 
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matter has been large, has never had to operate for 
sirangalated hernia, and never has had any trouble in 
accomplishing reduction since adopting his present 
method, which consists in injection of morphine and 
atropine, repeated till the patient is comfortable, and 
the administration, every five minutes, of from a half, 
to a cupful of a mixture containing : Strong black 
coffee Oj, fluid ext. of ergot 5 ii — 3 iv, and, when the 



pnlse is weak, gr. 



of strychnia. After half 



50 90 

an hour the rupture has generally become flaccid and 
gentle taxis reduces it. 

We do not doubt the good effects of such treat- 
ment, and of taxis in hands that have become skillful. 
But we think that a fairly large number of cases will be 
found that will prove rebellious to it. A long run of 
snccesses never precludes the possibility of failure. 
To the last statement of Dr. Dallas^ article, we must 
take the strongest exception. After stating that among 
545 recorded operations for strangulated hernia, there 

• vere 360 deaths, he says: ''By using the above 
simple method of treatment, the necessity for operat- 
ing would have been obviated and the death rate would 

! have been niV^ How such a conclusion can be 

I arrived at we cannot conceive. Lives have been 
saved after the gut was sphacelated and ruptured by 
resection with or without the formation of an artificial 
anas. We cannot agree that such cases would be 
given any sort of chance by reduction, peritonitis 
vonld instantly occur and soon be followed by death. 
We must remember that many of the cases that 
famish snch statistics were nearly moribund at the 
time of operation. The operation itself, in these anti- 
septic times, is not one of great severity, and very 
seldom in itself is the cause of death. We cannot but 

' think that Dr. Dallas has been singularly fortunate 
in the nature of the cases of strangulated hernia 
which he has had to treat, and that he will at some 
time be compelled not necessarily to change, but 
certainly to modify his opinion in the matter. We 
do not doubt that among 545 cases of strangulated 

I hernia a certain number must have been saved from 
absolutely certain death by the operation, and that 
among the deaths that did occur were a certain 

I number that neither Dr. Dallas or any other man 
coald have saved. I have been called to see a case of 
strangulated hernia that died ten minutes after my 
arrival at th^ house, and before any measures what- 
ever except slight stimulation and a moderate injection 
of morphia and atropia had been administered. Had 
I been called a couple of hours before, I would certainly 
have operated. 

The condition of profound shock which so often 
exists, is sometimes rapidly fatal even before any 
serious change has taken place in the strangulated 
gat, and patients will die even after reduction in 



such cases, notwithstanding all that can be done to 
overcome the shock, and however skilfully and gently 
the taxis has been performed. 

Neither is it to be thought by the reader that 
immediate efforts at taxis and operation are invariably 
advised ; there are sometimes cases suffering from 
little shock, in whom hot or cold applications, opium, 
etc., will produce a condition in a few hours, especially 
if the hernia be large and old, that will be most 
favorable for the performance of taxis or operation. 

In conclusion I may state that a large number of 
the cases brought to hospitals for operation, or in 
which a consultant is called for the same purpose, 
have previously been subjected to too severe and 
unguarded attempts at reduction by taxis. 
228 West 34th St., New York. 



AMPUTATIOII OF THE VAdDfAL POETIOIT OF THE 

OEBTIX UTEBI IN CASES OF SITSPEOTED 

OAEOnrOMA.* 



By Akdrbw F. Cubrieb, M.D., New Yobk. 



Pbbhaps the term provisional amputation or " ex- 
ploratory excision " would better express the object 
of the proposed operation, since it is suggested as a 
means of completing an unsatisfactory diagnosis. 
Collaterally its object is to avoid hysterectomy in the 
absence of a lesion sufficient to warrant that opera- 
tion. It will be generally admitted that the exami- 
nation of scrapings from the endometrium or of bits 
of tissue from the vaginal portion is often unsatis- 
factory and inconclusive, and the removal of sufficient 
tissue to admit of careful and thorough study may so 
mutilate the organ as to offer no advantage over am- 
putation. The proposition is, to a teertain extent, 
analogous to that of preceding the resection of the 
intestine by colotomy. It is in harmony with the 
author's frequently expressed views in favor of 
early diagnosis, and hence of the necessity that the 
general practitioner seek the advice of the specialist 
whenever a patient suffers with a stubborn erosion 
or ulcer of the mucous membrane of the vaginal por- 
tion, or with hemorrhage from the endometrium for 
which he cannot satisfactorily account. The sug- 
gestions of this, paper have no bearing upon cases in 
which the existence of malignant disease is clear and 
unmistakable. For such cases hysterectomy is the 
proper procedure, or palliative curetting and cauteriz- 
ing if hysterectomy is inadmissible. The fact that 
doubtful cases have frequently been brought to the 
author's attention, and the knowledge that the uterus 
may be, and has been removed when malignant 

'Abstract of paper read at the eighty-sixth annual meeting of the 
New York State Medical Society at Albany, February 8, 1888, 
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disease did not exist have furnished the occasion 
and excuse for this paper. The conditions which 
render diagnosis difficult in the class of cases under 
discussion are : 

1. Endometritis with or without hemorrhage from 
the interior of the uterus. 

2. Hyperplasia with or without fissure of the os and 
endometritis. 

3. Erosions^ ulcers, and glandular disease. 

I. Endometritis is a comprehensive term. The 
simple catarrhal form does not concern us at present 
and its importance is frequently overestimated. If 
there is a manifest inflammatory process with a more 
or less abundant discharge of pus, blood, or mucus, 
curetting will often be necessary and the scrapings 
should be carefully examined. If improvement does 
not ensue in a few weeks, the discharges of pus^ blood 
and epithelium continuing and the microscopical 
examination also having proved inconclusive, the 
vaginal portion should be amputated. Then we 
shall be able to determine whether anything more 
radical will be necessary, and no harm will have been 
done if it is proven that the disease is purely in- 
flammatory. 

II. Hyperplasia of the vaginal portion may suggest 
the infiltration of malignant disease and it may occur 
in both parous and nulliparous women. The un- 
usual size is an element of suspicion. If there is 
increase in size and density and also fissure of the os 
and eversion of the endometrium, the suspicion of 
malignant disease will be a reasonable one. For 
such cases amputation will often be preferable to 
trachelorraphy as it will give ns an abundance of 
tissue for examination, and it has been the author's 
experience that plastic operations upon dense and 
badly nourished tissues are not likely to give satis- 
factory results. 

III. Erosions, ulcers and glandular disease of the 
vaginal portion are frequently mistaken for malignant 
disease. Erosions are usually accumulations of 
granulation tissue, which should disappear after 
curettement and the removal of the endometritis or 
other morbid condition by which they may be caused. 
If a cure does not follow such treatment, the vaginal 
portion should be amputated. TTlcerations, apart 
from those which are clearly malignant, may be 
traumatic, syphilitic or chancroidal, rodent, and 
papillomatous. An ulceration which is at first 
benign may become malignant after a longer or 
shorter period. A sufficient number of well-authen- 
ticated cases are on record to prove this statement. 
Amputation is indicated if healing does not follow 
other methods of treatment. Glandular disease has 
derived importance from the careful investigations 



of Ruge iand Veit upon this subject. They teach the 
necessity of the greatest watchfulness in all cases in 
which this' condition is present. The use of as- 
tringent and caustic applications upon ulcerated tis- 
sues may arouse an incipient malignant disease to in- 
creased activity, hence there is always a certain 
amount of danger in their use. This statement is 
supported by the author's personal experience as well 
as by a number of recorded cases. The amputation 
of the vaginal portion is suggested at this time in 
preference to the high amputation of Schroeder and 
Baker because of its superior importance as a means 
of diagnosis, and the lesser degree of injury which it 
inflicts upon the uterus if malignant disease is not 
present. It will be equally curative with the more 
extensive operation in a certain number of cases in 
which malignant disease is in its incipiency. Am- 
putation of the vaginal portion will also be of service 
occasionally in cases in which malignant disease and 
pregnancy coexist, and the pregnant condition may • 
not be interfered with. Nothing new is offered in 
regard to the method of performing the operation, 
which is usually a simple one. It is usually per- 
formed by the author with curved scissors and 
tenaculum or volsella, though ih cases in which 
the tissue, is very dense a knife will frequently 
be found preferable to scissors. The circumstances 
connected with each individual case will determine 
whether it is better to cauterize the wounded surface 
of the uterus to allow it to granulate, or to cover it 
with the contiguous mucous membrane of the yagina. 



Indications for Colotomy.-Dr. Kelsey, {Therap. 
Gazette, Jan. 1892) gives the following indications 
for the performance of colotomy : 

1. In all cases of cancer which cannot be com- 
pletely extirpated, where the disease is liable to pro- 
duce any degree of obstruction, or is broken down 
and discharging into the rectum. It is possible to 
have cancer near the rectum which will cause no 
symptoms referable to the rectum, and hence furnish 
no indications for operation. 

2. In all cases of incurable non-malignant ulcera- 
tion where the disease is too extensive to admit of 
complete resection of the ulcer. 

3. In all cases of threatened obstruction where the 
obstruction cannot be permanently overcome by at- 
tacking it directly ; for example, the obstruction due 
to old pelvic cellulitis in women. 

4. In all cases of recto- vesical fistula. 

5. In cases of congenital malformation where the 
rectal cul-de-sac cannot be dissected out and brought 
down to the surface. 
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PAOHTSALPINaiTIS— FEEQUEHT UEnJATIOlI. 



By Paul P. Mundb, M. D., 
Prafessar of Cfynacology <xt the New York Polyelime, OyncB- 
* cologut to Mt. Sinai EdspUal, etc 



Gentlbmen : — This patient is a woman twenty- 
eight years of age^ who has been married two years 
and has one child a year old. Sbe menstruates every 
three weeks and the flow lasts for five or six days. 
She has pain on both sides of the abdomen, is consti- 
pnted, and has a profuse, white discharge. 

The history this patient gives us of her trouble is 
of doubtful significance, because she is a Bohemian 
and cannot talk the German or English language 
intelligibly. She has had an attack of pelvic perito- 
nitis, and when I first saw her, about three months 
ago, she had quite a large exudate in the pelvic 
cavity, more distinctly made out on the right side 
than on the left, but associated with pain on both 
sides of the abdomen. Under treatment by tincture 
of iodine, etc., this exudate finally disappeared. 
There is still present an immovable uterus, and by 
examining posteriorly you well find an irregular, 
knuckle-like mass in Douglas's pouch which is un- 
doubtedly one of the tubes, thickened, hypertrophied 
and adherent. 

Sometimes, it is almost impossible to tell the exa6t 
character of the pathological condition present in a 
case like this, the exudate being so diffuse as to cover 
completely the tube and ovary, obscuring them and 
rendering it impossible to distinguish between the 
tube and ovary. I operated upon a case like this a 
couple of weeks ago, and after I had cut down upon 
the parts, I dug out what I could feel there. The 
exudate was so solid and the ovary and tube so 
covered by the exudate that I had to remove the 
ovary piecemeal. I mention this incident to il- 
lustrate to you the difiiculty in trying to find the 
exact pathological condition present in a case like 
this. I believe this mass, however, is a knuckle of 
tube behind the cervix. 

This patient is certainly very much better than 
she was when she first presented herself for treat- 
ment, but she will never again have normal appen- 
dages. The tubes are undoubtedly enlarged by the 
formation of new tissue, and instead of being the 
size of a goose quill you will find them to be as large 
as your index finger. The canal of the tube is 
smaller than normal and the walls are thickened, 
narrowing the calibre of the tube. I call this con- 
dition pachysalpingitis ; we have here all the tissues 



hypertrophied and increased in amount, chiefiy the 
fibrous and muscular elements. So what has taken 
place in the tube is the result of a catarrhal salpin- 
gitis, accompanied with local attacks of peritonitis. 

This is an entirely different pathological condition 
from pyosalpynx and hydrosalpynx, where the tubal 
walls are thin on account of their distention from 
contained fluid. 

This condition of pachysalpingitis is almost always 
associated with adhesions, but there is no fluid in 
the tube whatever, as is the case in the pathological 
conditions I have just referred to. If you cut the 
tube open you will find it practically dry, but ster- 
ility is just as absolute as in the case of pyosalpynx. 

Perhaps in the earlier stages of pachysalpingitis 
the tube may be restored to its normal condition, 
but when the disease has existed for a number of 
months and there have been repeated attacks, your 
treatment should be solely directed to the relief of 
pain, and if you can accomplish this, you must rest 
satisfied. Still one must not be too positive in the 
prognosis, for I have seen, in my own practice, some 
instances of women with this condition who after- 
wards conceived and had two or three miscarriages. 

The next patient is thirty-nine years of age, has 
been married twenty years, and has given birth to 
three children, the last one nine years ago. She 
fiows every four weeks and the fiow lasts for three 
days at a time. Her last nienstruation was three 
weeks ago. She now complains of pain upon both 
sides of the abdomen and frequent urination. 

Frequent urination is a common symptom with 
many women and we cannot do much for it, par- 
ticularly if they have had a number of children 
and have a fiat and fiabby abdomen. The muscular 
fibres at the neck of the bladder have lost their tone. 
The administration of tincture of nux vomica and 
cantharidis may do some good, or you may stretch 
the neck of the bladder with the hope of affording 
relief. I am now speaking of weakness of the neck 
of the bladder from child-bearing or cystocele. 

When a woman complains of bladder symptoms 
suflicient to annoy her, the first thing to do is to ex- 
amine her urine for albumen, not because this has 
much to do with the bladder, but it is well for you 
to know if the kidneys are normal. I have now a 
patient under treatment in whose case I am sure a 
wrong diagnosis was made. She is a young lady who 
a couple of weeks ago had a severe paroxysm of pain 
on the left side, with sub-normal pulse and tempera- 
ture. A diagnosis of periovaritis was made by a 
friend of mine who saw her in consultation. I ex-' 
amined her and found nothing the matter with her 
ovary. I thought she might be hysterical and asked 
her if she passed large quantities of water of a pale 
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color. She told me she did not, but that the water, 
on the contrary, was darker than normal. I ex- 
amined it and found it had a specific gravity of 1029, 
with excessive quantity of urates. I also found pus, 
mucus, and hyaline casts present, together with renal 
^epithelium. This patient had recurrent attacks of 
renal colic with passage of small calculi down an in- 
flamed ureter which gave rise to the paroxysms of 
pain she complained of. I have seen a number of 
«uch cases where the diagnosis was confirmed by the 
appearance of calculi, several days afterwards, in the 
urine. So I had no doubt of the diagnosis in this 
case and that she had nothing whatever the matter 
with her ovaries. 

I wish to say a word in this connection about 
drawing off the urine with a catheter. It used to be 
considered quite a feat of skill during my student 
days to draw off the urine under a cover. Although 
this is quite a trick to do, I have no doubt that 
many catarrhs of the bladder arc brought on by this 
feat of dexterity. In order to avoid carrying any- 
thing into the bladder which may give rise to infec- 
tion, such as pus, vaginal secretion, blood, or any- 
thing that does not belong there, I always have the 
lips of the vulva separated, the vestibule cleaned with 
bichloride solution, and then carefully exposing the 
urethra I introduce a glass catheter. The catheter 
should be always kept in a mild carbolic acid 
solution. 

I have had two cases of acute cystitis brought on 
this winter in my private hospital through careless- 
ness on the part of a nurse in the use of the catheter. 
Both patients had been operated upon by myself 
without the occurrence of any trouble from the 
operation. So I would advise you to be very careful 
with the use of the catheter in this respect. 



AMPUTATION OF THE FEMUB— APPENDIOTEIS— EX- 

FLOBATOBT INOISIOIT OF THE EIDHET FOB 

OALOULUB. 



By Chables McBubkey, M. D. 

ProfmoT of Bwrgery at the CoU&ge of PhyncianB and. Bur- 
geons, New York ; Visiting Surgeon to BooeeveU 
Hospital, etc. 



Gentlemen: — The little patient I show you has 
suffered a severe accident from a railroad car hav- 
ing passed over the middle of the right thigh sev- 
ering the lower extremity below that point. He 
sustained considerable shock as a result of the acci- 
dent. I brought him before the class at the time to 
illustrate the benefits that are derived from antisep- 
tic surgery in sach cases as this. I cut away the 
Ploughing tissue under an ansesthetic, tied the main 



arterial trunk, and disinfected the end of the stump, 
covering it up with an antiseptic dressing and put 
the boy to bed in the hospital. The whole procedure 
did not occupy over a few minutes to carry out. 
Had I then subjected this boy to a complete opera- 
tion, which would take some time to perform, the 
chances are that he would have run great risk of 
losing his life, before he had recovered from the or-' 
iginal shock of the injury. 

When he was brought here the second time he 
was in an excellent condition. I then amputated 
higher up on the thigh leaving sufficient skin flaps 
to cover the end of the stump, and the patient suf- 
ferred no depression whatever as a result of the 
operation. 

Before the era of antiseptic surgery we could not 
treat a case such as this in that way. The point then 
was to get rid of the slough and destroyed tissue at 
the very earliest moment, and do an operation so as 
to avoid the danger of sepsis, before the shock result- 
ing from the trauma had subsided. The boy now 
has a normal temperature, is in excellent condition, 
and the slight discharge is undoubtedly due to the 
original contusion of the tissue, with the rubbing in 
of dirt on the railroad track. If I had attempted to 
amputate, or insisted upon amputating through 
tissues that had not been injured at all, I should 
have been obliged to do a hip joint amputation at a 
very considerable risk to the boy's life. • The section 
made here is just below the lesser trochanter and 
is a very much better thing for the patient than a 
hip-joint operation. The wound will be frequently 
dressed as long as there is any tendency to a 
discharge. 

The next case that I show you to-day is a robust 
man twenty-nine years of age, who gives us the fol- 
lowing history. About eighteen months ago, with- 
out any previous illness, he had an attack of pain in 
the abdomen, more or less on the right side, and 
most marked in the region of the right iliac fossa. 
The pain came on suddenly, without vomiting and 
without chills. He was relieved by means of hot ap- 
plications, so far as the pain was concerned. He 
suffered however from dull pain in this region, which 
lasted for about six days from that time. 

Four months ago, that is fourteen months after 
the first attack, the patient had a second atUick, 
commencing in the same way as the first, which com- 
pelled him to go to bed on the second day. He had 
this time a chill, followed by a fever, and an in- 
creased degree of pain. He was given enemas, and 
hot a^iplications were made over the affected part 
which relieved the pain, but the tenderness con- 
tinued and lasted for seven days, during which time 
the patient remained in bed. 
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Toward the latter part of December he had a third 
attack similar to the other two^ bat the pain was 
much more severe and lasted for eight days. He 
had no chilly but developed some fever this time. 
Be was treated in the same manner as in the former 
case by rest in bed and hot applications over the ab- 
domen. After the eighth day he got up, feeling well 
again. Nevertheless, he still has pain confined to the 
region of the right iliac fossa, and comes here for 
the relief of that pain. 

I have received no information from any of the 
physicians who has treated this patient ; but from 
the history of the trouble he has himsell given us, 
taken in connection with the examination.! have 
myself made since he has come to the hospital, there 
, is no question at all, as to the location of the disease. 
I This patient had, undoubtedly, at the time of the first 
attack, an inflammatory process commencing in the 
vermiform appendix, associated probably with a cer- 
tain amount of peritonitis ; but how much we are 
I unable to state, not only from the history but from 
j our knowledge of the case. The majority of this 
I class of cases has no peritonitis at all, the disease 
being wholly confined to the appendix itself. 

When I examined this patient I found the region 
of the iliac fossa ordinarily resonant to percussion, 
and no tumor of any kind present. On making 
I pressure at particular points with the tip of one 
finger over the area included in the inflammatory 
' process, the greatest pain was very exactly be- 
tween an inch and a half and two inches from the 
anterior spinous process of the ilium on a straight 
; line drawn from that process to the umbilicus. This 
may appear to be an affectation of accuracy, but so 
far as my experience goes, the observation is a cor- 
rect one. 

The question is, what shall be done by way of 

treatment for this patient ? From what we know of 

this disease we know that this man will almost cer- 

, tainly have other attacks. I do not mean that every 

man who has trouble with his appendix will have 

the same trouble again, but any individual who has 

I attacks of this kind lasting for a week, with fever 

I pain, and other symptoms, so far as we know from 

I experience^ will have another attack. There are 

cases that have terminated after the first attack, in 

I which an abscess formed and emptied itself into 

I some one ot the hollow viscera or externally, and 

thus a cure was brought about. There is no history 

of any abscess in this case and certainly of none 

having emptied itself. We have, therefore, to deal 

here with an appendicitis that has recurred a number 

of times, and one that Is certain to recur, and may 

recur with a severity so great as to baffle any method 

of treatment we may bring to bear on it. 



There is a great difference of opinion in the minds 
of some surgeons in regard to the treatment of these 
cases of appendicitis. There are some who are timid 
and look upon operation as a last resort, allowing 
the individual to have continued attacks of the dis- 
order, while there are others who look upon a surgi- 
cal operation as almost absolutely safe in this class 
of cases. To the latter class I belong. I feel I am 
dealing with a disease that is certain to cause the 
patient's death, and recurrences are sure to give him 
a great deal of anxiety, producing interference with 
his health and great loss of time. Some of these 
attacks occur many times a year and subtract so 
much from a patient's enjoyment of life. I feel then 
that when a patient has a number of these attacks an 
attempt should be made to relieve him by the only 
means by which we can promise a cure of the 
malady. I have no hesitation then in operating on 
such a case, and my experience now has been of such 
a character that I can safely speak of the prognosis 
in these cases. The mortality in cases of appendici- 
tis^ if operated upon early or in the interim of the 
attacks, is extremely small, and there is not one 
operation that has so good a statistical record as the 
one for appendicitis. The mortality from surgical 
measures in this disease is but one per cent., and that 
can hardly be said of any other abdominal operation. 

I shall endeavor here to expose the diseased organ 
with as great care as possible and as little injury to 
the parts. The operation is one that has always a 
certain element of doubt about it in regard to the 
character of the procedure to be adopted and the 
exact amount of handling of the parts, because no 
matter how careful your examination through the 
abdominal wall is, before you make the incision you 
are not able to determine the exact situation of the 
appendix and its relation to other organs. So when 
one does this operation he should do it with the dis* 
tinct feeling that every case will present some feature 
peculiar to itself. There is no rule that will help us 
after the abdomen has been opened, for the appendix 
may be bent down, turned inward or backward. 
We have, however, one thing to guide us in these 
operations and of which we can almost always avail 
ourselves in recurrent disease of the appendix, and 
that IS the situation of the base of the appendix. 
This should be the first thing sought for when the 
peritoneal cavity is opened. Of course, in some 
cases, the appendix comes into view aa soon as the 
abdomen is opened, but that is purely accidental and 
happens very rarely. When it does so, the opera- 
tion is very much simplified. The appendix is then 
to be separated from its mesentery and tied off at Its 
base. Practically this operation is an extra-abdomi- 
nal one. In many cases the simple searching for the 
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appendix is the whole feature of the operation. It 
it particularly difficult to find it in cases of repeated 
attacks of appendicitis, for the preceding attacks 
may have caused adhesions of the appendix at some 
very distant point. I recently did an operation that 
gave me a great deal of trouble in searching for the 
appendix. This patient had had repeated attacks of 
the disease and should have been operated upon 
before. In searching for the appendix I sought for 
it over an area six inches in diameter. This would 
seem to include every possible situation it could 
occupy, yet in this case it was found attached to the 
right kidney. 

In searching for the appendix the best thing to do 
is to try and find the base, and very often the caput 
coli gives us the best means of finding the base. 
When you have found the caput coli you have some- 
thing to start with, for then you can readily find the 
place from which the appendix is given off. When 
you find the base you can then follow it along and 
break up any adhesions that exist until you come to 
the tip. When the whole appendix has been found 
and its relations with other parts determined, then 
continue the dissection from the tip to the base, or 
very frequently it is better to dissect from the base 
to the apex. It depends, of course, upon the way 
the apex is situated. 

From the history we have in this case it is very 
difficult to determine the exact condition of this ap- 
pendix, and even by studying the large number of 
oases that have been treated by operative procedures, 
we are still unable to say what amount of disease is 
present in a given case. We may find here a simple 
chronioally thickened appendix, quite hard and firm, 
and containing only a little foreign material in the 
from of fluid fd^ces. We may find an appendix with 
a knuckle in it, that is, doubled on itself, which 
would be sufficient to give rise to pain, fever, and 
repeated attacks of appendicitis. Or we may find 
here an abscess that has become encapsulated, due to 
perforation of the appendix in one of the previous 
attacks, and a small quantity of pus so covered in 
with a thick inflammatory wall that the patient is 
not absorbing septic material. 

I am very loath to leave in the minds of students 
the idea that this operation is one to be universally 
recommended as a routine practice in every case of 
appendicitis. I do not know any class of operative 
procedures that may be more difficult to perform, 
and as you do not know which one is going to be 
easy or which difficult, I warn you not to resort to 
surgical measures unless you feel competent to do the 
operation. I look upon one of the real contraindica- 
tions to this operation the absence of knowledge and 
every facility that goes to make a successful issue. 



Formerly in operating on these cases I employed 
and recommended an incision carried along the 
outer edge of the rectus muscle through all the soft 
parts down to the aponeurosis of the external oblique. 
Now I carry the incision a little further out, so 
as to get within the muscular fibres of the internal 
oblique and transversalis, and then cut deliberately 
through. That gives one a good muscular wall on 
either side of the wound and is far less likely to 
lead to weakness in the abdominal parietes. After I 
have found the appendix and broken up all adhesions 
I shall then tie it off with catgut ligatures, and .pack 
the wound with iodoform gauze. The packing I 
will remov*e on . the third day and replace it with a 
Iqss quantity, as the cavity granulates rapidly. I do 
not insert a drainage tube any more unless I have a 
cavity freely secreting pus. Over the whole wound 
a complete dressing will be applied, and the patient 
kept in bed for about four weeks. 

The next patient gives us a history in which I 
place a good deal of confidence in the matter of 
diagnosis. He is a man fifty-seven years of age, and 
twelve years ago suffered from severe tenderness and 
constant pain in the left lumbar region, sometimes 
passing blood in the urine after a severe attack of 
pain. He was unable to work for three months. 
He entirely recovered from these symptoms, and re- 
mained well for a period of seven years. At the end 
of this time he had another attack of pain in the left 
lumbar region more severe than the preceding one. 
He found the reclining position so uncomfortablo 
that he was obliged to sit up, and since that time he 
has never been free from pain, with exacerbations at 
certain periods. 

I have examined his bladder for calculi and have 
found none present. Three examinations of the 
urine have been made and in all three the urine was 
found turbid, acid in reaction, with a specific gravity 
1024, and traces of albumen. White blood corpuscles 
were also present in large numbers and all three 
specimens contained some red blood corpuscles. 

In making a physical examination of the patient I 
find no tumor which can account for the history of 
continuous pain in the left lumbar region. Examin- 
ing over the situation of the kidney and making 
pressure from behind, the patient complains very 
acutely of pain and is susceptible to even a very 
moderate degree of pressure. 

Taking everything in this man's case into account, 
we have abundant reason to justify us in believing 
that there is disease connected with the left kidney, 
of a chronic nature, and there is sufficient evidence 
to exclude the diagnosis of a neoplasm, except in one 
respect. A small vascular papilloma of the renal 
pelvis may give rise to the symptoms complained of 
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by this man. If, however^ he had such a condition 
as that, the hemorrhage would occur much more fre- 
quently and he would not have been at any time in a 
condition of such perfect health as he enjoyed seven 
years ago after a very severe attack. 

It is, then difficult to think of anything that 
would account for this man's trouble, except the 
presence of a calculus in the kidney. A calculus 
can rattle about in the pelvis or in the substance of 
the kidney^ and give rise to great pain and a large 
amount of hemorrhage. It may very readily change 
its position without causing any pain or disturbance 
of the functions of the kidney. Then again a slight 
exertion might set up irritation of the kidney and 
bring about a repetition of the symptoms. Never- 
thelessy though the signs of a calculus in the kidney 
are very satisfactory to me, I always approach all 
these cases of supposed renal calculus with a cer- 
tain amount of doubt /of what I am going to find 
when I cut down on the organ. I have seen more 
than one case in which I was perfectly satisfied with 
the diagnosis of calculus and where none was found 
present after the kidney had been extirpated and ex- 
amined with the utmost care. So, there must always 
be some doubt in the mind of the operator in these 
cases of supposed calculus of the kidney. 

What I propose to do in this case is to make an 
incision commencing about a half an inch below the 
lower border of the last rib and extending sufficiently 
in a transverse direction across the loins, so as to allow 
me to examine carefully with my fingers the kidney. 
If I can feel the calculus then, of course, further 
procedures are clearly indicated. If, on the other 
hand, I do not feel it, I shall then deem it necessary 
to puncture the kidney at various points ; for very 
frequently calculi are found buried in the substance 
of the kidney which can be detected only by means 
of an instrument. Fifteen or twenty punctures at 
one operation will do the kidney no possible harm 
and may in themselves afford relief from the pain 
complained of. If the stone can be found by means 
of pnnctures, I will try to remove it even though I 
have to cut through the kidney structure to get at it. 

One other point comes up for consideration in this 
connection and that is, how is the kidney to be 
treated after the stone has been found. I have a 
pretty clear idea of what I shall do in a case like this. 
I think it is a bad practice to extirpate the kidney 
in the majority of cases, at the time you remove the 
stone. No matter how disorganized the kidney may 
be, I think it is a wiser plan to give free exit to the 
discharge of pus, and at a subsequent operation do a 
nephrectomy. 

In speaking of the non-desirability of taking out 
the kidney at the time of operation, I have omitted 
to mention one condition where the indication is to 



take it out, and that is hemorrhage. If the hemorr- 
hage has been excessive and the case has beenfairly 
tested by the ordinary means for the arrest of 
hemorrhage, then you are justified in extirpating 
the kidney. The patient is already a good deal ex- 
sanguinated. You cut down on the kidney and find 
no calculus, and the question at once comes up what 
are you going to do for the hemorrhage ? Are you 
going to sew up the wound because you have not 
found the calculus ? You should extirpate the kid- 
ney in order to put a stop to the hemorrhage. 

The operator then cut down on the kidney, and 
after a very thorough and careful search, both digital 
and instrumental, he failed to find any evidence of 
calculus. The patient had not lost much blood and 
his symptom^ were not such as would justify a 
nephrectomy. The operator thought it quite possi- 
ble that the patient had small papillomatous tumors 
of the kidney, and should conditions arise to demand 
surgical intervention at a subsequent period, he 
would then be disposed to perform a nephrectomy. 



Outstanding Ears. — Mr. William Thomas, of 
Birmingham, describes, in the British Medical Jour- 
nal for October 17, 1891, the following operation by 
which he has succeeded in making fiaring ears lie 
close to the head. The operation consists in the re- 
moval from the inner surface of the pinna of an 
elliptical piece of skin, dividing the cartilage of the 
pinna down the centre of the exposed cartilaginous 
surface, and uniting the margins of skin by sutures. 
The widest part of the skin removed should be from 
one-half to three-quarters of an inch, but of course this 
depends on the degree of deformity. It is necessary 
to divide and turn back the cartilage, not only to 
remedy the deformity but also to allow of easy ap- 
proximation of the skin margins, and care must be 
taken to avoid division of the outer skin with the 
cartilage. The after-treatment consists in the ap- 
plication of a small cotton- wool pad between the 
head and the pinna — ^the latter being fixed by a 
bandage until healing is complete. Immediate 
union takes place, and there is hardly any percepti- 
ble scar, the skin of the ear having great vitality. A 
simple method of keeping the outstanding ears back 
without operation is to fix them by a piece of lint 
soaked in collodion, and placed between the pinna 
and the head, the ears being bandaged close to the 
head until the collodion is firmly set. The adherent 
splint thus formed will hold the ear in position for 
two or three weeks, when it may be renewed. It is, 
however, only a temporary measure. The principles 
of the operation are applicable to various malforma- 
tions of the pinna.-'iS^, Louis MedvQ. and Surg. 
Joum.^ Jan. 1892. 
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By Robbbt p. Weib, M. D., 
Surgeon to the New York JSoepUal, etc. 



Much thought has been given of late years to the 
subject of appendicitis, and a large experience has 
already been gathered in aid of the proper treatment 
of this disease. Much, however, remains to be inves- 
tigatedy and points of importance in the natural 
history of the disease^ particularly in the so-called 
catarrhal form, are yet unsettled. Every surgeon 
who has had to see, or operate on many of these 
cases appreciates, however, to a very strong degree 
the irregularities and variations that may present 
themselves in any given instance. Hence, for one 
reason, the great interest this department of surgery 
has for an operator. He feels that his highest skill 
may be called for at any moment. He has learned 
that the apparently late-forming tumor, which seem- 
ingly has glued itself to the abdominal parietes, and 
which presents itself at first sight as an abscess in a 
Bafe condition for a simple incision, cannot always be 
easily difierentiated from a deeper abscess that may 
require the opening of the general peritoneal cavity 
in order to reach it. He knows, too, that many an 
abscess of like origin, especially if its opening is 
postponed beyond a week's time, or if the local symp- 
toms have progressed with rapidity (I refer chiefly 
to a decided enlargement of the tumor), may demand 
the establishment of a lumbar counter-opening in 
order to effect safe and proper drainage. Unex- 
pectedly, there may happen, among the variations 
occurring, conditions like those which I beg now to 
lay before you, in a brief detail of two cases that 
have come under my charge in the last fortnight. 
The first case is one where the abscess located itself 
between the diaphragm and the liver. It was found 
in the person of a man, aged about fifty, a patient of 
Dr. Pierson, of Roselle, N. J., from whom the his- 
tory was obtained that he had had, for several years, 
attacks of colicky pain of short duration and without 
jaundice, which were most acutely felt across the 
epigastrium, and never in the iliac fossa, and with- 
out gastric symptoms. Some two weeks before I saw 
him, that is to say, on November 7th, he was seized 
with a severe pain in the right iliac region, with 
vomiting and fever. The acute symptoms, however, 
subsided under rest and anodynes, and he was con- 
sidered to be doing fairly well, though kept in bed 

* * Presented at the meeting of the Praotitlonen' Society, held Decem- 
ber 4, 1881. 



by weakness. His temperature remained, after the 
fifth day, generally near the normal, but the tender- 
ness persisted in the cecal region, and there was ina- 
bility to urinate, save with the catheter; no tumor 
was felt there, nor were there any chills. Two days 
before I was summoned the pain increased in severity 
and vomiting set in, which persisted and increased 
in frequency, and it was thought, moreover, to have 
a fecal odor. 

At my examination, November 25th, I found the 
patient vomiting a bilious green fluid every ten or 
fifteen minutes, having a rank odor. His tempera- 
ture was nearly normal, 99^ P. ; pulse, 130 ; the 
facial expression was bad, and he had an occasional 
hiccough. The abdomen was generally distended^ 
though soft and free from pain on the left side. 
In the right iliac fossa nothing was to be felt, but 
by percussion dulness was elicited, running from 
the liver line some three or four inches below the 
ribs and extending toward the median line. Above^ 
in the epigastrium, there was a line of resonance 
reaching outward half-way along the ribs. In the 
right fiank, between the ilium and the ribs, was 
flatness on percussion, but as tenderness was not here 
elicited it was doubtful if .the abscess cavity extended 
so far. I was puzzled in outlining the mass, as no 
edge of a tumor could be plainly made out, even 
after efther had been administered, and percussion 
even gave a varied note. With this, there was over 
the belly of the rectus, just above the umbilicus, 
some redness and pitting. Nothing was felt per 
rectum. The diagnosis ventured on was that there 
was a sub-hepatic abscess of either append ical origin, 
or from perforative ulceration of the gall-bladder, or 
perhaps only a large empyema of the gall bladder it- 
self. His antecedent colicky pains squinted some* 
what in the direction of an hepatic origin of the 
abscess. An incision was accordingly made from 
the ribs to the umbilicus, along the outer edge of the 
right rectus muscle. The deeper tissues of the ab- 
dominal parietes were found oedematons, and on 
opening with a small incision the peritoneum, gas in 
large quantities and pus intolerably fetid but not 
fecal in odor, were discharged. The fluid was al- 
lowed to escape slowly, as the jet showed the great 
tension of the abscess-walls and its severe pressure 
on neighboring parts, After a quart of pus had 
escaped, the opening was enlarged and nearly another 
quart was evacuated. The finger was than intro- 
duced, and subsequetly, as this failed to reach the 
bottom of the abscess, a long abdominal glass irriga- 
tor was passed in for exploratory purposes. It 
reached upward to the right nipple and also to the 
median line of the thorax, and nearly to the linea 
alba in the abdomen, and then was swept back to the 
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renal region and downward to the crest of the ilium. 
The wound in the peritoneum was enlarged upward 
and downward to the length of the original skin in- 
dsiou, and an inspection of the abscess cavity better 
8ecnred. It was seen to be a subdiaphragmatic ab- 
scess, the interior wall of which was formed above 
by the liver, which had been crowded inward and 
backward, and below by the thickened omentum, 
which, by its adhesions, especially near the umbilicus, 
and a little below this point, had shut off the general 
peritoneal cavity. In crowding toward the iliac 
fossa, which, it will be remembered, even under 
ether gave no decided evidence of tumor in that re- 
gion, a track just large enough to admit the explor- 
ing finger was detected, leading evidently to the 
appendix. A counter-opening of considerable size 
was made in the lumbar region, and through this two 
large rubber tubes were introduced, one of which 
was passed into the track leading to the iliac fossa, 
and the other to the large abscess cavity. Two 
other tubes were put in through the anterior open- 
ing, one running toward the median line and the 
other between the liver and diaphragm. A final irri- 
gation of boiled water was made, iodoform gauze 
packed around tubes, and the anterior wound par- 
tially closed. The patient was much exhausted, but 
by hot rectal stimulant enemata, elevation of the 
limbs, etc., and general heat, reaction was estab- 
hfihed after a few hours. 

I learned, however, that his exhaustion, after a 
temporary improvement of twenty-four hours with 
cessation of vomiting and hiccough, recurred, and 
that the patient succumbed November 27th. No 
autopsy. 

I Sub-diaphragmatic abscesses arising from a per- 
' forated or gangrenous appendix have not infrequently 
been recognized at autopsies, and have been best de- 
scribed by Leyden ; but until the publication of Dr. 
Conpeland's cases in the British Medical Journal of 
March 23, 1889, only ill-directed surgical efforts were 
niade for their relief. Since that time a small num- 
ber of such cases have been reported, and their fre- 
quent origin from appendicitis admitted. In an 
article *' On the Treatment of the So-called Perity- 
phlitic Abscesses'' I called attention, some two 
years ago, in analyzing a hundred autopsies from 
such abscesses, to the faot that in seven instances 
there had been found purulent depots of appendical 
origin running up to* and behind the liver. These 
suppurating tracks I found were in each of these 
cases entirely within the peritoneal cavity, though 
Coupeland speaks of such abscesses as though they 
were to be found outside the peritoneum. This I 
believe to be an exceptional route, and to be ac- 
counted for as are the ordinary extra-peritoneal ap- 



pendical abscesses, by necrosis destroying the parietal 
peritoneum and in this way allowing access to the 
extra-peritoneal planes. This view, which was the 
cause of much contention on my part m the early 
discussions on perityphlitis, is now so well established 
as to need no further discussion, except in such a 
special case as has been presented. 

The route by which the abscess reached the liver 
in this case is, I believe, the one that will be most 
frequently encountered. It is true that in the 
autopsies referred to, the pus had travelled along the 
right dorsal gutter to reach up behind the liver, but 
it will be remembered, in reference to this point, ' 
that about a year ago it was my opportunity to pre- 
sent to this Society four cases of abscesses from per- 
foration of the gall-bladder which had pursued a 
course between the parietal peritoneum and the 
omentum downward to the iliac fossa, where they 
simulated an appendicitis. Another circumstance 
which surgeons familiar with abscesses originating in 
the appendix will corroborate, is that not infre- 
quently purulent collections of this latter character 
will be found, either by reason of a short omentum 
or from perforation of the omentum, to be situated 
outside the apron, that is to say, between it and the 
parietes. In this way, if adhesions are insufficient 
to bar its progress, the pus may work its way upward 
as described. I would like here to refer to another 
point. In the treatment of this very large abscess 
occurred an incident which strongly confirms me in 
my long-acquired disbelief in the Sieged usefulness 
of the aspirator needle. As I was about to make my 
incision it was suggested that aspiration be first 
made. Now, I am loath to use the instrument, as 
its negative results often suggest surgical delay, and 
its chance of help in cases where help is most needed, 
as in small collections of pus, and where other symp- 
toms are sufficiently present to determine a course of 
action, is a very slight one. In fact, my only reason 
for its employment is not as an aid to diagnosis, but 
as a means to convince a timid or doubting practi- 
tioner, or the family of the patient, that pus actually 
exists in the tumefaction that may be in question. 
I made in this case a puncture and drew only blood« 
The subsequent operation revealed I had crossed a 
thin portion of the abscess and had plunged into the 
liver, and yet two quarts of pus were present. The 
withdrawal of the needle was too quick to permit 
pus enough to appear to show in the blood already 
aspirated. 

The second case which I wish to bring to your 
notice is one where the abscess not only extended 
form the iliac fossa to the under-surface of the liver, 
but also by a separate formation projected toward the 
rectum, where by an additional incision, it was 
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opened and drained. Bectal abscesses of appendical 
origin are not common. Pepper and Lange have 
already urged, and justly, the necessity of a rectal 
examination in all cases of appendicitis, and this ap- 
plies particularly to its late stages. The latter sur- 
geon has, moreover, presented several cases where 
the abscess was successfully treated by the rectal in- 
cision only. Its rarity is shown by the fact of this 
being the first time in which it has occurred to me 
in a somewhat large number of abscesses originating 
m the right iliac fossa. And in this case, indeed, I 
was nearly misled, for, though thought of, when be- 
ginning the operation, I purposely refrained from 
exploring the rectum, not only to preserve my fingers 
aseptic, but also because from its non-occufrence in 
my other cases, I considered it improbable to be 
present in this one, and it was only at the end of the 
operation work in the abdominal parietes that it was 
felt that the surgical rule should be complied with 
to render the cure complete. The nearness to error 
only confirms the value of the rectal examination in 
all cases. 

The history of the case is as follows : 

A boy, aged thirteen, was admitted to the New 
York Hospital, November 28, 1891, with the history 
furnished by his physician. Dr. Nammack — who had 
vainly urged earlier interference — that he had been 
seized for the first time with right iliac pain with 
vomiting on November 21st. Until sent to the hos- 
pital he had grown steadily worse, and though the 
vomiting had ceased his fever and prostration had 
continued. When examined by the house surgeon 
his temperature was 102 >^^ F., pulse, 120. The 
right side of the belly was so tender as to preclude 
much handling. Ho was sent to the operating room, 
the surgical clinic being then pending. I found his 
abdomen distended, markedly so on the right side, 
with a very tense, tender right rectus muscle which 
did not soften under anaesthesia ; and though con- 
siderable resistance to pressure was felt all along this 
muscle and to its outer side, yet no distinct tumor 
could be recognized. The left side of the abdomen, 
though tympanitic, was comparatively painless. Per- 
cussion was resonant over the whole surface. A slight 
flatness of note was noticed over the bladder. An 
incision three inches in length along the outer border 
of the right rectus muscle was made, running from 
the umbilicus downward, and as the somewhat thick- 
ened peritoneum was opened a gush of foul gas and 
fetid pus — the latter amounting to about twelve ounces 
— took place. The wound was opened to its full ex- 
tent, when the caecum, covered by lymph, was forced 
into the incision. The finger introduced showed this 
portion of the intestines to be adherent to the parietes 
mesially. Downward toward the appendix ran a 



track of limited length, and upward toward the ends 
of the fioating ribs was found a narrow channel, 
which was ascertained to lead into an abscess cavity 
of considerable size, which was bounded above by the 
under-surface of the liver, and which ran some dis- 
tance toward the median line and also passed well 
posteriorly. A long forceps was crowded backward 
forcibly enough, with a boring motion, to cause it to 
emerge beneath the skin just below the middle of the 
twelfth rib. It was cut down upon from without 
until the end of the forceps emerged. A rubber tube 
of large size was then drawn through from behind 
forward, so as to thoroughly drain the cavity. Ir- 
rigation with boiled water was then made, another 
drainage-tube carried upward and inward toward the 
liver, and a third toward the iliac fossa. The appen- 
dix was not seen and no attempt was made, for 
obvious reasons, to excise it. The centml portion of 
the wound was carefully closed by silk sutures and 
the antiseptic dressings applied. 

In order to complete the proper routine in abscesses 
of appendical origin, a rectal examination was then 
made, and the rare condition of a projecting abscess 
into the lumen of the rectum anteriorly was recog- 
nized. The anus was stretched to allow of ready 
access to the swelling for its proper incision, and also 
to permit afterward the ready escape of fiuids from 
the rectum. By a double-bladed rectal speculum the 
abscess was exposed and an incision with a long, 
straight knife made into its cavity through the rectal 
wall, some three inches from the anus and on its right 
anterior aspect. Nearly eight ounces of pus and gas 
escaped through the opening. Into it was passed a 
rubber drainage-tube which emerged from the anus. 
Irrigation with boiled water was made with moderate 
pressure only. None of the fluids passed into the 
cavity cf the abscess, however, escaped from the ab- 
dominal wound, which had been uncovered to test 
this point. In other words, this rectal collection was 
probably a separate abscess, though all had the com- 
mon origin in the appendix lesion. The rectum 
about the tube, as it passed into the abscess, was 
packed with iodoform gauze, and a large antiseptic 
dressing applied over the anus. Oreolin gauze was 
here used, as bichloride applications so often irritate 
about the anus and scrotum. 

The little patient has made an uninterrupted pro- 
gress toward recovery. The rectal abscess has been 
washed out daily with a weak peroxide of hydrogen 
solution, and his bowels were kept constipated for 
several days by the use of morphine in small doses. 

The final remark may be made that it is not always 
necessary to open the rectal abscess. In a few instances 
where the complication has been reported the usual 
opening in the iliac fossa for the tumor there felt has 
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safficed, to empty also the rectal collection. On the 
other hand, the opening in the rectum has alone 
been resorted to by Dr. Lange. Had my patient's 
condition warranted the prolongation of surgical in- 
terference, I should have tried^ by a perineal incision, 
to separate the rectum from the bladder and establish 
the required drainage exterior to the bowel, and thus 
avoid the rectal opening. Theoretically, we had 
better avoid opening into an abscess from the rectum, 
but time must show whether the clinical disadvan- 
tages of so doing are as great as supposed. In this 
case ic was of no detriment. — Medic. Record, Feb. 
13, 1892. 



THE TREATMENT OF SEVERE PHLEQHOSS. 



By Prof. Hblferich, Greipswald. 



A large experience in cases of severe phleg- 
monous processes and purulent infiltration has ena- 
bled the author to formulate certain general princi- 
ples of treatment. 

In a case of phlegmon of the hand and forearm 
which, arising from a trifling cut on the little finger, 
has spread rapidly, he advises immediate resort to 
operation. To place such a patient in bed and apply 
a dressing will not prevent the spread of the septic 
infiltration and gangrene of the connective tissue 
and tendons. The patient should be bathed, if 
possible, and then placed on the operating table in 
such a position that both the flexor and extensor side 
of the arm is accessible. It is advantageous to place 
the bared arm on a small table near that on which 
the patient lies. After profound ansBsthesia has 
been induced, the integument of the affected limb, 
especially that of the hand and fingers is prepared 
for operation by shaving and disinfection. The arm 
is then raised vertically and an Esmarch's bandage 
applied to produce anaemia. Oedematous swelling 
of the arm is not a contra-indication to the applica- 
tion of the bandage. If, however, the phlegmonous 
process has extended to the shoulder, nothing can, 
as a rule, be accomplished by conservative surgery 
and amputation or exarticulation is indicated. 

An extensive incision is then made over the phleg- 
mon, which if the little finger is affected, would p£bs 
at the side of the flexor tendon in a longitudinal 
direction. An assistant then draws apart the mar- 
gins of the wound, which at first do not gap much, 
with sharp hooks. If the pus-canal near or within 
the sheath of the tendon has been opened, a probe 
should be carefully introduced to serve as a guide to 
the knife and scissors. Proceeding in this manner 
the operator penetrates more deeply into the palm 



of the hand, taking care not to injure tendons, ves- 
sels and nerves, and after dividing the ligamentum 
carp volare he explores the flexor side of the fore- 
arm. If the phlegmon has started from the little 
finger the dissection is continued upward along the 
ulnar margin of the common fiexor, but if the phleg- 
monous processes involves chiefly the thumb and 
radial side of the forearm, we proceed according to 
similar principles. The aim should be to completely 
lay open the purulent focus and the infiltrated inter- 
muscular connective tissue. Quite frequently an 
encapsulated deposit is found between the muscles 
and even under the flexor profundus digitorum, so 
that the incision lays bare the interosseus membrane. 
The incision is prolonged in an upward direction 
until careful inspection and palpation of the parts 
shows .that normal conditions prevail. During the 
entire operation care should be taken not to injure 
the diseased parts by pressure and traction on the 
margins of the wound. If necessary the large in- 
cision is supplemented by others, made on the other 
side of the palm or on the dorsum of the hand. 

It is the surgeon's duty to secure arrest of the 
phlegmonous process by a single operative procedure, 
and if this is successful, as is usually the case, the 
patient is free from fever within three days and pro- 
gresses rapidly to recovery. The author is decidedly 
opposed to all other methods of treatment. He has 
never observed favorable results from punctures, 
small incisions and drainage. Drainage in his opin- 
ion may be positively injurious in many cases ; the 
rubber tubes, in consequence of erosion, may lead to 
arterial hemorrhage, to the opening up of tendon- 
sheaths, and even of the wrist-joint, with subsequent 
articular suppuration. He permits the use of a 
drain only in cases where the incision extends up to 
the elbow joint on the flexor side of the forearm, and 
where by the establishment of a counter-opening it 
is desired to secure an outlet for the secretions from 
the upper and deeper angle of the wound. 

As regards the treatment of the wound the author 
has for some time past discarded all methods of disin- 
fection. He was led to this course by theoretical 
considerations which have been realized in practice. 
These were, that disinfectants produced injurious 
and even caustic effects upon the tissues, and by ab- 
sorption into the system inflicted additional injury 
upon a body already severely poisoned by toxic mat- 
ter. For these reasons he contents himself with ir- 
rigation and mild washing of the wound with 0.6 per 
cent, of sodium chloride solution after the comple- 
tion of the operation, so as to remove blood and pus. 

The dressing is next applied, and if possible, with 
the patient still under chloroform narcosis. A 
single piece or several smaller pieces of iodoform 
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gauze are placed in the wound, so that all its angles 
and pouches are covered. Large quantities of the 
gauze are not necessary, a single layer suffices. The 
object of this is to prevent superficial adhesion of 
the wound margins, and assure the outflow of the 
secretions. Sterilized gauze would be just as effici- 
cient if it would remain unaltered for as long a time. 
The great advantage of the iodoform gauze is that it 
may be allowed to remain undisturbed for a long 
period, while the superficial dressing is changed daily. 
If at the end of eight days the layer of gauze becomes 
loosened, we usually find beneath it a normal granu- 
lating surface. 

The region of the wound is covered with a moist 
warm dressing, especially one saturated with Thiersch's 
solution of boracic and salicylic acids (1.0 — 15.0 
— 500.0), which will prevent decomposition of the 
• I secretions. Over this is placed gutta percha paper, 
and then a splint prpperly padded is carefully 
applied. 

The Esmarch's bandage is now removed and the 
arm i3 held in a position of vertical suspension so as 
to diminish hemorrhage and favor the recovery of 
the tissues. At the end of three or four hours this 
posture is exchanged for a moderately elevated posi- 
tion of the arm upon a cushion. The dressing is 
changed on the following day, when the compresses 
which are saturated with blood are removed. These 
are renewed in the above described manner, but the 
iodoform gauze is permitted to remain undisturbed. 

Under this treatment a cure is rapidly effected ; 
the tissues recuperate, normal granulations are 
formed, and necrotic portions are detached. In 
order to attain definite curative results it is of ut- 
most importance to bring about this condition of 
the wound as soon as possible. If the entire wound 
granulates uniformly and small necrotic areas have 
been excised, it may be regarded as aseptic, and there 
is nothing then to prevent secondary union. 

Secondary suture of healthy wounds, after opera- 
tions for phlegmon, gives very satisfactory results as 
regards the restoration of the functions of the arm 
and hand. If the wounds are large this procedure 
is performed under ansBsthesia and the application 
of an Esmarch's bandage. To produce perfect coap- 
tation it may be necessary to detach more or less the 
margins of the skin. The granulations are removed 
in long strips with the handle of the scalpel in order 
to facilate union of the tissues without an interven- 
ing cicatricial layer. The wound is carefully united 
by sutures, and small drains may be inserted as a 
precautionary measure. Tension should be avoided, 
for the sutures readily cut through ; if necessary 
they may be reinforced by strips of adhesive plaster 
or by collodium. 



Rapid healing of the wound is of ^reat importance 
in order that mobilization of the fingers and hand 
may be begun as early as possible. For this purpose 
we may avail ourselves of passive movements, baths, 
massage, electricity, occasionally compression and 
fixation at night in various positions. 

The method of immediate suture of the wound is 
regarded by Helferich as dangerous in the vast ma- 
jority of cases. In the treatment of phlegmonous 
processes in other parts of the body than the arm 
and hand, he advises a similar procedure to that 
described above. — Berlin, Klin. Wochenschr., J &ji^ 
as, 1892. 



A FEW nroiOATIONS POB LAPAEOTOMT. 



By Prop. Kustner, Dorpat. 



During the last three years and a half the author 
has performed 129 laparotomies (exclusive of three 
performed by his assistant), and considers this ma- 
terial sufficient to discuss the indications for the 
operation. He regards laparotomy as free from risk 
if resorted to in suitable cases and undertaken with 
proper precautions. Ttie results of the operation, 
however, are sometimes disappointing owing to the 
formation of peritoneal adhesions, which cgnuot be 
positively avoided even in a simple laparotom/, de- 
spite of our improved technique. As regards the 
cause of these adhesions, the author has observed in 
cases where repeated laparotomies were made on the 
same patient, that eschars, ligatures and sutures in 
the abdominal cavity do not necessarily give rise to 
them. Kelterbon, whose results have been confirm- 
ed in the main by Thomson, found, in experiments 
on cats and rabbits, that even extensive eschars pro- 
duced no adhesions, while foreign bodies such as 
sutures were more apt to become encapsulated than 
to lead to adhesive inflammations. One important 
outcome of Thomson's investigations is that disin- 
fectants in sufficient concentration to exert caustic 
effects do not necessarily give rise to adhesions^ as 
was formerly thought. 

There can be no doubt that these adhesions may 
become dangerous. The author has observed a case 
where, many years after an ovariotomy, a twisting of 
the gut occurred around intestino-ventral adhesions. 
Laparotomy was performed, the adhesions separated, 
and the patient recovered. Such cases, however, are 
rare, and frequently the adhesions give rise to no 
symptoms. 

The frequency of exploratory laparotomies in a 
surgeon's practice will depend upon his diagnostic 
ability. An unskillful diagnostician will frequently 
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open the abdominal cavity and find something entire- 
ly different from what he expected. The exploratory 
incision, however, should only be resorted to if there 
is reason to believe that this procedure may be of 
therapeutic, as well as diagnostic value. According- 
ly, the author always makes the incision large enough 
that he can introduce the hand and also look into 
the wound. He cuts through the peritoneum and 
regards Bardenheuer^s exploratory incision down to 
the peritoneum as of no utility. He has performed 
laparotomy in four cases of peritoneal tuberculosis, 
hnt is somewhat skeptical as to the curative influence 
of the operation in this disease. He is firmly persuad- 
ed that a goodly proportion of the cases of peritoneal 
tnberculosis claimed to have been cured by abdomin- 
ai section were not baoillary but pseudo-tuberculosis, 
as has been demonstrated in his clinic by microscop- 
ical examination of the excised pieces. 

Laparotomy with extirpation of inflamed tubes 
and ovaries was performed by Kiistner in only 6 of 
the 132 operations, exclusive of 6 abdominal sections 
for extra-uterine pregnancy. Like W. A. Freund he 
has made the experience that gonorrhoeal salpingitis 
is not infrequently cured without operative measures. 
Baths, the application of tampons, massage ^nd elec- 
tricity, do more here than an operation which mutil- 
ates ^e person for life. 

Septic salpingitis usually presents the symptoms of 
what was formerly termed parametric exudates, 
laparotomy is less frequently required in these cases 
than a simple incision through the abdominal wall 
or vagina, as has been especially recommended by 
Fritsch. 

Chronic inflammatory processes like salpingo-oo- 
phoritis with marked involvement of the adjacent 
peritoneum, cases of which are frequently met with 
in connection with uterine retroflexion, give rise to 
much disturbances, and as it is impossible to cure 
them by non-operative treatment, the extirpation of 
the diseased organs is usually the best procedure. 

Laparotomies for malposition of the uterus are di- 
vided by the author into two groups : those for fixed 
retroflexion and those for malpositions with mobile 
uterus. In the first group the object of the laparot- 
omy is to separate the posterior adhesions. After- 
wards the now movable organ may be sutured to the 
anterior abdominal wall, or if the patient is young, it 
may be kept in position by a pessary. To separate the 
letrofixing bands is not always an easy matter. The 
author uses for this purpose the Pacquelin, so as to 
prevent the redevelopment of adhesions, the occur- 
rence of secondary hemorrhage, and of other 
complications. 

In movable retroflexions he has seldom resorted to 
ventro-fixation, and then only in cases where the 



change in position could not be effected with cer- 
tainty by the other methods. 

All operative methods of correcting movable retro- 
flexion aim to produce peritoneal flxation in one 
place or another and thus to maintain the uterus in 
a correct position. Of these ventro-fixation is pref- 
erable to all other methods. 

Ventro-fixation is especially recommended by Eust- 
ner in total prolapse of the uterus, in combination 
with an extensive posterior colporrhaphy. Here gards 
amputation of the cervix and curetting of the uterus 
as entirely superfiuous in the treatment of prolapse, 
and finds that the hypertrophic condition of the 
mucous membrane disappears within a short time after 
restoration of the uterus to its normal position. — 
Deutsche Medicinische Wochenschrift, Jan. 7, 1892. 



THE TSMTHESTT OF CIOZrn& 



By L. Pbbeia, Turin. 



The author who is an assistant at the Surgical 
Clinic of Dr, Caponotto, at Turin, has observed in 
the treatment of joint-tuberculosis by means of in- 
jections of iodoform, that the hip-joint is less favor- 
ably infiuenced than the knee or wrist. The puncture 
is not always free from difficulty, especially if, after 
the first injections, the cavity has diminished in size 
owing to cicatricial contraction; and the local 
anatomical conditions are not calculated to facilitate 
the distribution of the iodoform at all places. For 
these reasons Dr. Caponotto has been led to practice 
a limited resection of the femoral neck in cases of 
coxitis, as a preliminary to injections of iodoform, so 
that the anti-tuberculous remedy may more readily 
obtain access to the articular cavity, and thus act 
more intensely upon the bones and synovial mem- 
branes. The removal of diseased structures was a 
secondary consideration in this treatment, and only 
resorted to in suitable cases. 

The procedure is as follows : A straight incision, six 
to eight centimetres in length, is made through the 
skin and muscles from the apex of the greater tro- 
chanter toward the posterior spine of the ilium. The 
capsule is divided in the direction of the longitudinal 
axis of the femoral neck as far as the limbus cartila- 
ginous. After the head of the bone has been forced 
out of the acetabulum by appropriate movements of 
the limb, it is removed almost entirely with hammer 
and chisel, no matter whether it be diseased or not, so 
that a certain amount of space exists between the 
surfaces of the joint. Any exudations that may be 
present are evacuated, granulations, cheesy masses, 
sequestra, etc., are removed with a wad of gauze or 
the curette, although no effort is made to eliminate 
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^1 the diseased tissues. After the hemorrhage has 
been arrested a freshly prepared ten per cent, mixture 
-of iodoform in glycerine is slowly poured into the 
wound, until it is entirely filled, and then the incis- 
ion is closed by an exact suture. Peri-articular abscesses 
:are evacuated through the existing wound or by 
additional incisions ; if possible they are curetted or 
^mply punctured with a trocar and injected. A 
light dressing is applied and the limb placed in a 
^ood position. Weight-extension was not employed 
{except temporarily in one case), inasmuch as there 
were no indications calling for its use> but the final 
results from an orthopaedic point of view were quite 
satisfactory. 

The author reports two cases of children, respecti yely 
five and seven years of age, in which this treatment 
•efifected a rapid cure of tuberculous arthritis of the 
hip-joint. Both patients were so greatly improved 
three months after the operation that they were able 
to walk without support, and one of them was left 
with comparatively little displacement of the limb. 
In view of the unsatisfactory results frequently ob- 
tained from the use of iodoform injections in hip- joint 
tuberculosis (Erause reports only four cures among 
thirteen cases), the author strongly urges the adoption 
of the above described method of treatment. — Central- 
hlatt f. Chirurgie, Feb. 13, 1892. 



TEE STTSOIOAL TSEATHE17T OF BASEDOW'S 
DISEASE. 



By Db. H. Dbbbsicakk, Bonn. 



Thb author reports three cases of exophthalmic 
goitre treated by ligation of the thyroid arteries, a 
method first recommended by Eocher, in 1889. All 
the three patients were females who presented marked 
symptoms of the disease, pronounced protrusion of 
the eyes, large tumor of the thyroid gland, cardiac 
palpitation and frequent pulse, muscular tremor, 
anaemia and debility. In the first case Kocher had 
ligated two of the thyroid vessels on the left side 
and one on the right, and when the patient came 
under Dreesmann's observation marked improvement 
was present, which went on to complete recovery. In 
the second case ligation of the inferior thyroid artery 
on the left side was performed by Trendelenberg, 
while on the right side it was found possible to tie 
only a branch of that vessel. The cure was nearly 
complete at the time of the report. A like result was 
obtained in the third case in which Trendelenberg 
tied the four thyroid arteries. 

Judging from the fact that none of these patients 
had derived any benefit from internal treatment 
which was given a thorough trial, the author con- 



cludes that the operative treatment of exophthalmic 
goitre is superior in efficiency to all other methods. 
In the cases collected by the author from the litera- 
ture, which were subjected to various surgical 
measures (resection or extirpation of the thyroid 
gland, ligation of the thyroid arteries), marked im- 
provement was usually effected within a very short 
time after the operation. Within a few weeks or even 
days the pulse rate was greatly reduced, and the 
cardiac irregularity had almost entirely disappeared 
in most instances. The exophthalmos became rapidly 
less, and sometimes disappeared altogether. The 
other disturbances, such as muscular tremor, sleepless- 
ness, excitability, sweating, were also greatly relieved 
or removed. The general health was restored. 

The appearance of tetany and cachexia, which has 
been observed by Oanser after extirpation of the 
goitre, may be prevented by leaving behind a portion 
of the thyroid gland. The question as to whether 
extirpation of the thyroid or ligation of the arteries is 
the preferable method of operation can only be de- 
cided on the basis of larger statistics. Billroth has 
justly pointed out that ligation of the inferior thyroid 
artery may be more difficult than extirpation. On 
the other hand, the former procedure is less likely to 
be attended with injury of neighboring parts and also 
gives much better cosmetic results. According to 
Eocher the chief advantage of ligation is that it 
renders the goitre smaller and firmer, and thus more 
accessible to a subsequent strumectomy ; but if this 
be true, it seems more rational to the author to per- 
form an extirpation or resection from the first. 
Eocher lays stress upon the point that in cases of 
exophthalmic goitre the vessels tear rapidly, in conse- 
quence of which severe hemorrhages may occur, and 
for this leason he abstains as much as possible from 
strumectomy in this disease. 

In cases of Basedow^s disease where cystic goitre 
coexists, nothing can be expected from ligation and 
extirpation is usually indicated. If it is decided to 
perform ligation in any case of exophthalmic goitre, 
the four thyroid arteries should be tied at one sitting, 
as this procedure is more likely to produce diminution 
of the goitre. The danger of complete suspension of 
the functions of the thyroid gland after ligation of 
the arteries, to which attention has been directed by 
Eocher, has not been met with in any of the cases 
thus far reported. 

As regards the results obtained, extirpation, re- 
section, and ligation give equally good results. The 
only difference noted by the author is that improve- 
ment takes place within a shoi*ter period of time 
after extirpation than after ligation, especially as 
regards the reduction of the pulse rate and the 
diminution of the exophthalmos. 
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No matter what be the operative method adopted, 
much importance should be attached to proper after- 
treatment. All disturbing factors should be avoided^ 
especially physical excitement. The strength of the 
patient which is usually greatly reduced by the 
disease, must be restored by proper feeding, and the 
anther has also observed favorable effects from the 
internal administration of arsenic in connection with 
galvanic treatment. — Deutsche Medicinische Wochen- 
ichrift, Feb. 4, 1892. 



THE TBEATMENT OF 0HBONIO BFBAINS OF 
THEFINGEE-JOIHTB. 



THE BADIOAL TEEATMEHT OF FSOSTATIO 
HYFEBTEOPHT. 



By Dr. K. Eigenbrodt. 



The author presents the following conclusions on 
this subject, which are based upon an experience of 
five cases and a thorough study of the literature of 
the operative treatment : 

1. Observations have shown that in most cases of 
obstructing hypertrophy of the prostate a radical 
operation is perfectly feasible. This consists in a 
suprapubic prostatectomy, by which all the protru- 
sions at the vesical neck due to the enlargement of 
the prostate should be removed, if this is possible. 

2. Prostatectomy gives the best results if per- 
formed at an early period, and early operations 
before the occurrence of cystitis would be indi- 
cated in all cases if it were possible to prevent the 
development of a cystitis due to the operation itself. 

3. Even in advanced cases we can sometimes effect 
considerable improvement and even a restoration of 
the function of voluntary urination. 

4 In cases apparently cured by the radical opera- 
tion great attention should be paid to the persisting 
weakness of the bladder (residual urine), and when 
necessary the patients should be treated for this con*- 
dition and kept under observation. 

5. In obstructing prostatic hyx)ertrophy, the ob- 
Btacle to urination is not so frequently due as is 
generally believed, to a valve like occlusion of the 
urethral orifice by a prominent lobule or wall at the 
vesical neck. Much more frequently this is caused 
by a general and uniform* enlargement of the vesical 
end of the prostate, in connection with the formation 
(A. a cul de sac in the bladder. If during the per- 
formance of prostatectomy, in the latter case, every- 
thing that protrudes into the bladder cannot be re- 
moved, we should attempt to secure a free passage 
for the urine by a wedge-shaped, deep excision at the 
posterior margin of the internal urethral orifice. — 
BeUrage zur Klinischen Chirurgie, Bd. viii, HJU 1. 



By Bobert W. Lovett, M.D., of Bostop, 



I feel that I owe an apology for presenting a paper 
upon so trivial a subject ; but the affection in question 
is a common one, and one which is exceedingly 
intractable and troublesome, and I have not been abl& 
to find any satisfactory mention of its character or 
treatment in the text-books. It is not uncommon ia 
surgical practice, and in the last two years a fairly 
large number of cases have come under my observatioa 
in private and in hospital practice. It seemed to ma 
that it might be of practical interest to mention the 
peculiarities of the affection and to cite one or two 
individual cases, at the same time speaking of a plan 
of treatment which is not by any means new, I fancy,, 
but which has proved successful in the largest pro- 
portion of the cases which have come under my 
observation. 

The greater proportion of cases among those that I 
have seen have occured in women, although men 
have by no means been exempt ; and in both men and 
women neurasthenic symptoms have in many casea 
been associated with the local symptoms of synovitis. 
In the greater majority of cases the finger synovitis 
was due to some injury, such as a strain or hyperex- 
tension of the joint ; but in several instances the pa- 
tient could assign no cause for the synovitis, although 
it is likely that in these there was some overuse of the 
affected finger or some unconscious traumatism. 

The joints most often affected have been the pha- 
langeal articulations, and on examination they have 
been seen to be enlarged, and most often shiny. 
Sensitiveness is very marked, especially over the lat- 
eral ligaments, and local heat is a common symptom. 
Motion is very much restricted, or complete stiffness 
of the affected joint may be present, and attempted 
manipulation is very painful. Generally the sprained 
joint is held in a position of partial flexion, and any 
attempt to extend it is very distressing. In severe 
cases the whole finger may be swollen. 

The pain and sensitiveness in general are more than 
would be expected from the local symptoms. The 
swelling my often be considerable, and fiuctuation 
may be present, due to the synovial distension ; but 
these are not necessarily the most painful cases. In 
other cases, with comparatively little enlargement of 
the joint, much sensitiveness may be present, and the 
pain may be severe enough to keep the patient awake 
at night. It is this disproportion of pain and local 
symptoms which makes this especial affection note- 
worthy, and distinguishes it in a measure from other 
sprains. 
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The association of neurasthenic symptoms with such 
finger sprains seems common enough to suggest that 
in many cases they are intimately associated pathologi- 
cally. In these cases it is easy enough to account 
ior the excess of pain, but this will not explain all 
instances where the sensitiveness seems excessiye. The 
symptoms of which I speak are excessive nervousness, 
persistent basal headaches, tingling of the hands and 
feet, sensitive spots over the spine, and the like. I 
cannot state definitely in what proportion of cases 
these have occurred, but I am sure that some of them 
bave been present in more than half of the cases that 
I have seen. 

Most of the cases have been of some weeks or 
some months standing when they were seen. The 
affection seemed at first so trivial that it appeared to 
the patients not worth attending to, and it was only 
when it became apparent that it was not wearing off, 
but was getting progressively worse, that they applied 
for treatment. 

The affection seems to show little or no tendency 
toward spontaneous improvement : in fact, the dispo- 
sition seems to be to an increase of pain and sensitive- 
ness over what followed the injury, and simple thera- 
peutic measures seem of no avail. 

There is but little to be said with regard to the 
pathology of the affection, at first it appears to be a 
simple acute synovitis due to injury, but it soon 
assumes the type of a chronic synovitis and probably 
passes on into an arthritis in severe cases. That is, 
the bone becomes affected as well as the synovial mem- 
l)rane, causing thickening and distortion of the affected 
joint. It would seem that in cases where the stiffness 
had been of some months' standing, adhesion would 
have formed which would lead 'to obliteration of the 
joint, but even in such obstinate cases, the restoration 
of perfect mobility seems possible in a large propor- 
tion of cases. 

Rheumatism and rheumatoid arthritis undoubtedly 
bave a part in keeping up certain cases of chronic 
fingersprains, but beyond this it is not possible to speak 
■definitely of the etiology. Certain cases of spontane- 
ous synovitis of the finger- joints clearly belong to this 
class. 

The treatment which after much experimentation 
has seemed to be the best, is complete immobilization 
of the affected joint for a period of two to four weeks, 
followed by gradual discontinuance of the splint and 
the use of massage and hot water. 

In general the tin finger-splint has been used and 
the affected joint freely painted with iodine during the 
time of its immobility. In private practice it has been 
more comfortable to apply the copper-wire splint, 
which is done by winding the finger in sheet wadding 
.and then winding a spiral of thin copper wire about it 



with one or two lengths running from the tip to the 
base of the finger. This gives complete and comfort- 
able immobility, but requires constant adjustment and 
is liable to interfere with the circulation. After the 
finger has been immobilized for such time as seems 
best according to the severity of the case, the use of 
hot- water soaking is begun along with massage every 
second day. Gradually the splint is discontinued 
without much regard to the pain caused, and the 
patient encouraged to use the finger. 

Two points have appeared to the writer to be estab- 
lihsed : one is that simple fixation, however prolonged, 
is not enough to cure the affection, and secondly, ex- 
perience in the more severe cases has shown that the 
immediate use of massage is not tolerated. Conse- 
quently a period of immobilization must be insisted 
upon which at the time seems to be accomplishing 
very little, but which probably is an essential part of 
the treatment. And at the close of this period of 
fibcation there is often but little improvement to be 
noted, and pain on movement seems perhaps as severe 
as in the first place. But this must be disregarded 
and massage begun. 

Salicylate of soda three times a day, or oftener, in 
ten-grain doses, has formed p&t of the writer^s treat- 
ment, because in some cases there was evidently a 
rheumatic element, and because in the majority of 
cases it was found to control the pain and seemed to 
hasten the convalescence. The general condition 
often needs attention. — Boston Medic, and Surg, Jour. 



IMMEDIATE STTTUBE OF BUPTTTSED UBETHSA. 



By G. Barling, P. R. 0. S. 



The author reports four caseis of ruptured urethra, 
treated with immediate suture. In all cases he failed 
to obtain primary union ; one case died from suppu- 
ration and pneumonia, the others of suppurative 
pyelo-nephritis. After mentioning the unsatisfactory 
results of reported cases, he proposes the following 
plan : 

Having done perinseal section, and found both ends 
of the torn urethra, the catheter should be inserted 
into the bladder. Suprapubic section should then be 
done, and the bladder being opened on the point of 
the catheter the opening should be enlarged until it 
admits a large-sized drainage tube easily. The cath- 
eter should then be removed, and as many sutures 
inserted into the urethra as seem necessary ; four will 
generally be sufficient for a complete rupture, one on 
the roof, one on each side, and one on the floor. The 
suture on the roof should then be lied, and as full- 
sized a catheter passed as the urethra will easily take^ 
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this vill support the edges of the wounded tissue and 
to prevent them from unfolding. The remaining 
three sutures are then to be fastened, and the cathe- 
ter removed with the utmost care, so that its point 
does not stick either into the roof or the floor of the 
sutured part. 

It might be an advantage to retain the catheter for 
a few hours to act as a splint to the wounded urethra, 
bat as already pointed out a little urine may trickle 
hy it and get into the urethra, or, when the catheter 
is withdrawn, some of the reparative lymph may 
have stuck to it, and the drag on the tissues may 
I tear apart the edges of the urethra ; for these reasons 
he believes it will be best to remove the catheter. Ex- 
perience has shown that though the torn ends may be 
widely separated they may be brought together with 
Terj little or no tension on the stitches. 

Part of the perineal wound may be brought together 
with deep sutures, and the remainder left open in 
•case of escape of urine there or of suppuration. 
Subsequently the suprapubic drain must be looked to 
to see that it is absolutely free, and it should be kept 
in iitu for at least ten days, the bowels should be 
•confined for a week to keep the perineal muscles 
^uiet, and, all going well, a catheter should not be 
passed for three weeks. — Birmingham Med. Review j 
Dec., \^^l.— Epitome, 



MFLOBATIVE IHOIBION DT AS0ITE8 DT WOMEH. 



In an instructive article in the New York Journal 
'«/ Oynwcology and Obstetrics, Prof. T. Gaillard 
Thomas says that many women go to their graves 
from ascites, who might have been restored to health 
by surgical procedures. In these cases a diagnosis of 
cirrhosis of the liver, or of tubercular or chronic peri- 
tonitis, is made by the attending physician and cor- 
roborated by a consulting physician ; and the patient 
and her friends, fully satisfied that all that modern 
science can do for her has been done, resign them- 
selves to the inevitable and accept an issue which 
they suppose cannot be avoided. He has in his own 
experience seen so many women snatched from cer- 
tain death by this simple procedure that he does not 
doubt that if graveyards had tongues and could tell 
their secrets, the number of graves found to be filled 
with ascitic women, who might have been saved by 
laparotomy, would appal us. 

Explorative incision, practiced with antiseptic pre- 
cautions now at our disposal is not a dangerous pro- 
cedure. If a good result attend it, a saving of life is 
the outcome ; if it reveal an incurable organic dis- 
ease, no evil will usually accrue ; and even if a fatal 
issue should be its consequence, we will be forestal- 

j ling death a short time only, in a praiseworthy effort 

I at the securing of life. 



It appears to the author that with the evidence 
which is before us we should accept the following as 
a rule for practice : In every case of ascites in 
woman, the propriety of explorative abdominal in- 
cision should always be carefully considered; not 
with the view of establishing a certain diagnosis 
alone, but with the hope of effecting in exc&ptional 
cases a cure. 

In his paper Dr. Thomas records eight eases in 
which the cure of ascites and the saving of life has 
been effected by laparotomy. These eight cases {ire 
presented merely as corroborating his position as to 
the feasibility of the plan in' general, and do not 
represent his whole experience with it. He is cer- 
tain that were he to examine his notes for the past 
quarter of a century and the books of record of the 
Woman's Hospital for the twenty years of his connec- 
tion with it, as attending surgeon, he could double 
the number here recorded. 



A New Treatment of Congenital Disloca- 
tion of the Hip-joint.— That indefatigable worker. 
Professor Lannelongue, has recently been led to study 
this disease, and on December 23, 1891, he an* 
nounced to his colleagues of the Soci6te de Ghirurgie 
the discovery of what he considers to be a rational 
remedy for this malady. A dozen pathological 
specimens in the museum of the Hospital Trousseau 
show clearly that the displacement is due to the ab- 
sence or, at best, rudimentary development of a coty- 
loid cavity, a like absence of a capsule, and a rudi- 
mentary femoral head. By resecting the head of 
the femur the only result obtained is the subsequent 
shortening of the limb by interfering with the 
growth of the femur. Nor is the obvious indication 
to create a new acetabulum fulfilled by detaching a 
periosteal flap. Mindful of the sclerogenic properties 
of zinc chloride discovered by him, M. Lannelongue 
has utilized his method as a means of raising a ndge 
of new bone round the head of the femur, and so pre- 
venting its displacement. On November 17th he 
performed this operation on a little girl, aged three, 
the subject of this disease. The patient being under 
the influence of chloroform, and the limb being 
maintained in extension, twenty drops of a 10 per 
cent, solution of Zn OU Were deposited by means of a 
syringe on the surface of the bone at eight different 
spots just above the femoral head. A week later a 
hard osseous ring was clearly perceptible at this situa- 
tion. A fortnight after the first operation a second 
injection of the same solution was practised, with 
the effect of still further accentuating the acetabular 
ridge. The tiny subject of this interesting experi- 
ment was presented at the meeting. The profession 
will await with curiosity the ultimate result of this 
novel essay in the field of constructive surgery. — 
Lancet. 



Digitized by 



Google 



82 



The Intern atiokal Journal of Surgery. 



5ur^ieal /Hemorapda. 



Tuberculosis of the Testicle.— Dr. Reboul, of 
Marseilles, treated three cases of this disease by in- 
jections of naphthol-camphor. He injected 4 to 5 
drops every eight to ten days into the thickened 
tissues of the testicle and epididymis. Marked im- 
provement was effected, the diseased parts becoming 
more indurated and contracted ; and these results 
are the more noteworthy since in two of the cases 
other measures continued for a long time had been 
unsuccessful. — Allgem Medicin. Central Ztg. 



of splashing noises coincident with the heart sounds, 
metallic quality of the heart sounds, weakness and 
arythmia of the pulse. 

4. If obvious signs of cardiac compresssion exists 
surgical intervention is indicated. The hemorrhage 
should be Arrested and the blood evacuated from the 
pericardium. — Deut. Mediz. Zeitg. 



Cholecystenterostomy.— Dr. Helferich recently 
reported a case in which two months previously he 
had performed this operation. The symptoms 
pointed to the presence of calculi in the common 
bile duct, but it was found impracticable to remove 
the calculi through an incision in the duct. An 
opening was therefore established between the gall 
bladder and small intestine. The result was good ; 
the marked jaundice disappeared and the patients 
general condition was greatly improved. 



Treatment of Cystitis.— Guyon (Ann. der mal. 
des organ, genito-urin., x, 1) recommends corrosive 
sublimate as an excellent remedy in cystitis, but es- 
pecially in vesical tuberculosis. The remedy is em- 
ployed either in the form of irrigation or instillation, 
the latter being preferred by the author. The 
strength of the sublimate solutions varied from 
l-5u00 to 1-1000. At the beginning of treatment 
20 to 30 drops are injected into the posterior urethra, 
and this quantity is gradually increased to 60 drops. 
The more severe the pain the less should be the 
quantity injected. Before the instillations the blad- 
der must be emptied. In blenorrhagic cystitis the 
author has obtained excellent results from instilla- 
tions of nitrate of silver 1-6 : 100. 



Wounds of the Heart. — Dr. Jos. Lumniczer 
has observed five cases of injury of the heart and 
pericardium, only one of which terminated fatally. 
His conclusions are as follows : 

1. It is possible to detect a wound of the heart 
both from the local and general symptoms, the most 
important of which are the signs of cardiac compires- 
sion. 

2. Inasmuch as the symptoms of cardiac trauma- 
tisms in many cases do not appear until some time 
after the injury, it is frequently impossible to make 
a diagnosis immediately after its occurrence. 

3. The physical signs of heart injury are an en- 
largement of the area of cardiac dulness, the presence 



Artificial Cornea.— The Berlin. Klin. Woehen- 
schrift publishes a seventh case of transplantation of 
cornea by Professor V. Hippel, of Konigsberg. There 
was a dark-brown central discoloration of the cornea, 
three millimeters in diameter, and reaching down to 
the membrane of Descemet, which had been caused 
by the action of nitrate of silver. Cocaine having 
been applied, the non-transparent part of the cornea 
down to the membrane of Descemet was cut into by 
a little trephine, the crown of which was four milli- 
meters in diameter, and carefully removed. The 
author then excised by the same means a similar 
piece from the whole thickness of the cornea in a 
young rabbit, and transplanted this to the eye of his 
patient. It filled the wound exactly, and was on a 
level with the rest of the cornea. Iodoform was 
applied, and both eyes were bandaged. Healing pro- 
ceeded without any trouble, and in six weeks the 
patient was discharged with a completely transparent 
cornea. — Lancet. 



Ununited Fractures in Children.— A meeting 
of the Medical and Ohirurgical Society in London, 
in December last, was devoted to discussing the sub- 
ject of " Ununited Fractures of the Long Bones in 
Children/' Mr. D'Arcy Power introduced the dis- 
cussion by a paper in which he gave an analysis of 
sixty-three cases. He remarked that the subject had 
been almost entirely neglected until the publication 
of Sir James Paget's paper in his work entitled 
"Studies of Old Case Books.'' Mr. Power said the 
statistics he had collected entirely bore out Sir James 
Paget's conclusions. The results of treatment were 
most unsatisfactory. Out of the 63 cases, bony un- 
ion was obtained only in 6, and in 7 cases the patient 
was relieved, but in 36 cases no improvement what- 
ever ensued on treatment. The author believed that 
ununited fractures were becoming more common, at 
least in England, though he pointed out that in 
France non union was very rare — not in children only, 
but in adults. He remarked that the ease with 
which plaster-of-paris could be applied was one of the 
dangers in using it. If the child was carefully 
watched, nothing could be better; but in plaster there 
was great liability of a child's leg shrinking, and 
movement could then occur inside the case. — Medic, 
Record. 
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I Saline Infusion for Severe Hemorrhage. — 
Dr. R. H. M. Dawbarn, of New York, has devised a 
! DOTel method of saline inf asioD, which he has em- 
ployed with marked success in a case of severe nter- 
I ine hemorrhage and which commends itself on ac- 
count of its simplicity : The fluid injected is a solu- 
I tion of table salt in ^ater that has been boiled^ in 
I the proportion of a heaped teaspoonf ul of the salt to 
I a quart of warm water. All the appliances needed 
i are a rubber bulb syringe, an ordinary soft rubber 
I catheter or a small rubber drainage tube, and an or- 
dinary hypodermic needle (a large size preferred). 
To avoid a cutting operation, with the searching for 
a small collapsed vein, the tying in of a cannula, etc., 
Dr. Dawbarn makes the injection into the femoral 
artery, which can almost to a certainty be felt beat- 
ing just above Poupart's ligament, even if the patient 
be pulseless at the wrist. The technique of the pro- 
ceeding is as follows : Take the needle — not as yet 
attached to the catheter — and push it directly into 
this artery, going slowly, until bright-red blood is 
seen to well up from within the needle. As soon as 
the arterial blood is seen in the needle, slip over its 
base the catheter — ^already attached to the syringe, 
the nozzle of which has entered it at the eye, and 
both being filled with the salt-water, as hot as the 
hand can tolerate — and tie a thread tightly about 
the catheter, securing it to the base of the needle. 
Now, holding the needle in place firmly and steadily, 
pump the fluid directly into the arterial current. 
To avoid possible pumping of air by an old or leaky 
syringe, make an abundance of the salt-water, and 
keep the entire syringe, with the hand working it 
beneath the surface. In the case reported a full pint 
of the hot salt water was thrown into the artery, 
taking nearly half an houi. After an interval of 
half an hour a second full pint was injected into the 
oonnective tissue of the thigh, as the circulation was 
then sufficiently strong to absorb the fluid into itself. 
I Other restorative measures (hot applications, hot 
I beef tea enema, small hypodermics of strychnine, 
etc.), were also employed. 



and deeply. The author has recently adopted the 
following tireatment in ten cases in which chronic 
indolent sinuses existed . An ansBsthetic was adminis- 
tered and free scraping with Volkmann's sharp spoon 
performed, as well as the removal of the glands and 
sloughing adenoid tissue. The surface is first cleaned 
and rendered as far as possible aseptic. In practice it 
is not found necessary to divide bridges of tissue 
between neighboring sinuses, so long as the under 
surfaces of these are carefully scraped. The spoon is 
freely applied to all parts covered by granulations, 
and a smaller sized-^sized instrument passed along the 
canals leading deeply. All exposed glands are torn 
away or twisted from thdr attachments, and the bed 
on which they lie scraped. The cavity is washed out 
with a solution of chloride of zinc (twenty grains to 
one ounce), a thick pad of antiseptic gauze is applied, 
and firm pressure maintained by means of a spica 
bandage. As a precautionary measure, and in the 
more extensive operations in order to avoid movement, 
an outside bracketed splint is used. — Practitioner^. 

Intravenous Saline Infusion.— Dr. Pye Smith 
recently reported the case of a man, who had suffered 
from profuse hemorrhage after a severe gunshot 
wound of the left leg. Amputation being necessary, 
but the patient unfit for it, a pint and a half of three- 
quarters per cent, saline solution was injected into 
his saphenous vein with marked improvement, and 
amputation just below the knee was performed. 
Circulation then failing again, another pint and a 
half was injected before he recovered from the ether^ 
and at once his pulse and color were greatly improved, 
and in a few hours he had completely rallied, and 
subsequently made a good and rapid recovery. — 
Medical Press. 



Treatment of Suppurating Inguinal Glands. 

—Mr. H. Percy Potter refers to a class of cases fre- 
quently met with, in which, after an excoriation or 
strain of the tissues of the groin, but often without 
any assignable cause, simple adenitis makes its ap- 
pearance in connection with the glands running 
parallel with Poupart's ligament. The infiammation 
seldom ends in resolution^ because the patient fails 
to recognize the importance of rest ; thus suppuration 
ensues, and if the abscess discharge spontaneously, or 
if it be incised, a sinus remains leading to a gland, 
and this passage is found to burrow both superficially 



Fracture of the Nasal Septum.— Dr. W. J. 
Clegg has observed two cases of this injury during 
the past year, in both of which the cartilage of the 
septum was displaced so as to occlude the left nostril. 
In the first case, by making four cross-cuts through 
the cartilage eight triangles were formed, and these 
were separately fractured at their base. The septum 
could then be pushed into place and the nostril 
plugged to support it. At the end of three weeks 
the result was perfect. — Lancet^ Jan, 2, 1892. 

In the April issue of this Journal will be published 
the following interesting original articles : "A Rare 
Case of Urethral Calculi in a Child,'' by Dr. Thomas 
H. Manly, of New York ; ** Chronic Uterine Catarrh 
and Endometritis,*' by Dr. H. Champlin, of Cleve- 
land, 0. ; and the continuation of Dr. Dallas's inter- 
esting paper on *' Hernia in Infancy and its Correct 
Treatment." 



Digitized by 



Google 



84 



The Intebkatioital Joubkal of Subgebt. 



/^Pt'S^ptK Al^n^orapda. 



Rat-Tail Sutures, — In the Medical News, Dr. E. 
Oliver Belt, of Washington, states that he has made 
extensive use in ophthalmic operations of a fine fibre 
derived from the rat's tail. The tail is skinned and 
soaked in water for several days, when, on slight ma- 
nipulation, it splits into perhaps a hundred fibres, 
«ach about eight inches long. They are placed in al- 
cohol, and about once a month, for two or three days 
at a time, they are soaked in 1 to 5000 solution of 
corrosive sublimate. Dr. Belt recommends these 
fibres in cases where a strong and fine animal suture 
is required. He says they are much finer than those 
prepared from the opossum's tail, which he has seen 
lused by Dr. Chisholm, of Baltimore, — New York 
Medical Journal. 



The Causes of Wound-Infection and the 
Use of Antiseptic Agents.— Eoswell Park, in an 
elaborate article in the American Journal of the 
Medical Sciences, November, 1891, after discussing it 
from a pathological standpoint, makes the following 
practical applications : Infection is of two kinds — ' 
auto-infection, as from the alimentary canal, and that 
by contact. The principal sources of the latter are : 
(1) The skin and hair ; (2) instruments; (3) sponges 
or their substitutes ; (4) suture materials ; (5) the 
hands; (6) drainage materials; (7) dressing materials; 
(8) miscellaneous. 

(1) Infection from the skin and hair. To obviate 
this, it is advised to apply, for a day or two, an anti- 
septic ointment of ten per cent, resorcin or lysol and 
lanolin, then washing with sapo-viridis and an appli- 
cation for a like period of a solution of creolin or 
lysol five per cent., or cold, aqueous solution of 
hydro-naphthol to which a little glycerine has been 
added, then washing with hydro-naphthol, soap and 
equal parts of alcohol and ether or alcohol and 
turpentine. 

(2) Instruments are to be put in a dry sterilizer for 
half an hour at a temperature of 140® to 160® Gent, 
and delicate instruments passed through a flame. 

(3) Sponges are to be soaked for a week in an anti- 
septic solution or dry sterile absorbent material used. 

(4) Sutures. Silk is to be wound on glass spools, 
put iu a test-tube and kept for an hour in a steam 
sterilizer on two occasions. Silkwormgut is to be 
immersed in aqueous sublimate solution for a few 
hours and then preserved in alcohol. Gatgut is to be 
immersed in benzine or ether, dried and soaked in one 
per cent, sublimate solution for one or two days, then 



dried and placed in juniper oil and finally in alcohol 
containing corrosive sublimate, 1 to 1,000. 

(5) Hands. To be thorotighly washed and mbbed 
with a tablespoonful of mustard, then washed with 
sapo-viridis to which five per cent, lyaol, creolin or 
hydro-naphthol has been added, then immersed in a 
strongly colored solution of potassium permanganate, 
followed by immersion in oxalic acid solation, and 
this latter rinsed off. 

(6) Drainage materials. He dispenses with drain- 
age in the following cases : a, Deliberate operations 
about the brain and calvarium. b, Amputations in 
uninfected tissues, c, Excision of joints other than 
tubercular, d, Herniotomy, both for strangulated 
and radical cure when no gangrene is present, e, 
Osteotomy and other operations for deformities. /, 
Most operations for the removal of tumors, etc. 

(7) Dressing materials had better contain some 
soluble antiseptic. 

(8) Miscellaneous sources of infection, such as 
drops of perspiration, hair, infected nozzles, removal 
of instruments from the aseptic area, etc., should all 
be guarded against. — University Medic, Magazine. 



Dermatol.— Dr. Ohas. A. Powers {Medical Record) 
has employed dermatol in upward of one hundred 
and fifty cases in bis surgical class at the out-patient 
department of the New York Hospital, and is highly 
satisfied with its effects. This substance which is a 
basic gallate of bismuth, was first recommended to 
the profession by Drs. Heinz and Liebrecht as a sub- 
stitute for iodoform, over which it is said to possess 
the advantages of being odorless, non-poisonous, and 
non-irritating. Dr. Powers used it in cases of fresh 
wounds of all varieties, on abscesses, ulcers, bums 
and the like, as a dusting powder, in a ten per cent, 
ointment with vaseline, or in a ten per cent, collo- 
dion eniulsion. Many of these troublesome cases 
which had shown but little progress under the ordi- 
nary dressings healed astonishingly fast. A charac- 
teristic effect is the marked decrease in the secretions 
observed under its use. 

In some cases opportunity was offered to compare 
its effects with those of iodoform. So, for example, 
in a man with extensive symmetrical, specific ulcers 
on the anterior aspect of each leg. On one leg der- 
matol was used, while iodoform was applied to its 
its fellow. The ulcers on the leg on which dermatol 
was employed were healed in less than one-third the 
time required by those on the extremity subjected 
to iodoform. In a patienf with burns of the second 
and third degrees, one portion was treated with 
dermatol, another with iodoform, and similar results 
were obtained. 
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AN ENGLISH YHW OF AMESIOAN 8TTB0EBT. 



We have read with mnch interest the Surgical 
Impressions of Rutherford Morison, M.B., F.B.O.S., 
Eng. and Edin., published in the Edinburgh Medical 
Journal for March. These impressions seem to be 
the result of decidedly less prejudiced observation 
than is usually met with at the hands of foreigners. 
They convey the general idea that surgery in America 
stands well abreast of that of other countries, and we 
can find no word of condemnation of any of our meth- 
ods. In one or two instances differences in practice 
are mentioned, but judicial decision for or against is 
avoided. Mr. Morison has seen a great deal during 
his limited stay in our country, and shows himself to 
be a man of great energy and perseverance, by the 
accomplishment of so much work in so short a time. 

Mr. Morison gives a very entertaining account of his 
visits to American hospitals. He was surprised to learn 
that at the Boosevelt Hospital, Kew York, all stric- 
tures of the urethra are dealt with by internal ureth- 
rotomy, and speaks of the bougies used in the after 
treatment as terrible weapons. At Bellevue hospital 
he witnessed a laparotomy for removal of the uterine 
appendages, and comments upon the skill displayed 
by the operator, but was somewhat startled to see *' the 



unceremonious way in which this operation was per- 
formed.*' The impression conveyed to his mind was 
that '^ the operation was as exciting to the operator 
as the operation of trimming the nails is to an ordi- 
nary mortal." Judging from the number of cases he 
observed in which the appendix had been excised for 
perforating ulcers, he concludes that appendicitis is 
more common in America than in Europe. American 
surgeons, he says, claim that their hospitals and 
nurses are better than the English. The first claim 
he does not deny, but as regards the second he ex- 
presses his preference for the English nurse, although 
acknowledging that the system of training nurses in 
this country by lectures on subjects connected with 
their profession tends to increase their eflSciency and 
could be profitably adopted in England. His con- 
cluding remarks will bear repetition : 

'^American much more resembles German than 
English surgery. Germans have an indescribable 
way of taking possession of an anaesthetized patient, 
giving the impression that he is entirely their own, 
and that they mean to do just what they like with 
him. German instruments are large, forceps like 
tongs, scissors like sheep shears, retractors like gar- 
den rakes. The German surgeon is seldom in doubt, 
and has an excellent embryological, bacteriological 
and pathological explanation of all his coses and re- 
sults ; if there is a mistake, something is to blame, 
not the surgeon. Then there are other German 
specialties, such as, metal-handled knives, the inva- 
riable introduction of needles by a holder, the wear- 
ing of special operating apparel, and the selection of 
only such operations as can be performed with delib- 
eration and in open daylight ; all have more or less 
infiuenced American surgery. Besults are, after all, 
the test, and on these a judgment must be formed; 
and from this standpoint, my belief is that if English 
surgeons do not wish to be overtaken, they must put 
their best foot foremost. '* 



THE LATE FB0FE880B D. HATES AOITEW. 



A wide gap has recently occurred in the rostrum of 
the great names of American surgery. By the death 
of Dr. D. Hayes Agnew, the profession at large has 
lost one of its leaders. Bom in Pennsylvania, in the 
second decade of this century, he no sooner had ended 
his classical education than he began to study medi- 
cine, eager to follow in the footsteps of his father. 
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^who had achieved success in the practice of medicine. 
He obtained his degree at the XTniyersity of Pennsyl- 
vania^ and soon his lectures on anatomy at the 
Philadelphia School of Anatomy attracted general 
attention to his abilities. In 1870 he was called to 
occupy the chair of operative surgery in the Univer- 
sity of Pennsylvania^ but ere this date he had, by 
dint of superior merit, received numerous honors, 
becoming surgeon to Well's Ophthalmic Hospital, to 
the Pennsylvania and Orthopasdic Hospitals. An 
excellent and widely distributed private and consult- 
ing practice could not but result from such recogni- 
tion of the value of his services, and his numerous 
and universally read publications, consisting in a host 
of contributions to the medical journals of the land, 
and in a " System of Surgery " met with wide and 
deserved approval at the hands of the profession. 
The interest he always took in the career of younger 
men endeared him to the rising generation. His 
affability and unvarying kindliness made him well- 
beloved to the hosts of his patients. The authority 
of his personal magnetism, of bis deep erudition, of 
his consummate manual dexterity,had much to do with 
bringing numbers of eager students to the University 
with which he was connected, and with drawing 
crowds of professional men to the meetings at which 
he was expected to speak. Of ripe years, full of 
honors, loved by many, respected by all, his depar- 
ture from the ranks of the living is widely deplored. 



THE ULTIMATE KESULTS OP OPERATIOKS POE 
SEMOVAL OP THE UTEBIHE AFPEITDAGES. 



An interesting discussion on this subject which 
occurred before the Medical Society of the County of 
Kings {Brooklyn Medical Journal, March, 1892), 
serves to emphasize the fact that, although the mor- 
tality from these operations has been greatly dimi- 
nished, thanks to the perfection of the technique, the 
ultimate results still leave much to be desired. Dr. 
Ooe has well said that recovery after operations for 
the removal of diseased uterine appendages is by no 
means always synonymous with restoration to health, 
and that in some instances sequelae are left which are 
more intolerable than the original condition for the 
relief of which the operations are performed. Among 
the sequelae mentioned by him are intra-pelvic in- 
durations and adhesions, resulting from local perito- 
nitis, and causing persistent pelvic pain, uterine 
congestion, vesical and intestinal disturbances due to 
adhesions. In the discussion referred to above. Dr. 
Pilcher stated that in cases of ablation of the uterine 
appendages the '* pain-habit *' required some time for 
its abolishment, but he was inclined to give a favorable 
prognosis as to the ultimate result. While conceding 
the fact that mental disturbances were among the 



possible sequelae of this operation, he had been unable 
to find any observations to convince him that by mere 
loss of the uterine appendages a woman was made 
especially susceptible to the development of mental 
alienation* As regards the infinence of removal of 
the appendages upon the sexual appetite — a subject 
which has been widely discussed — be_ thought that in 
the great majority of cases the ultimate effect of these 
operations was to restore the sexual sense to its normal 
condition. 

Dr. Howard Kelly, of Baltimore, who participated 
in the discussion, made the significient statement that 
the results of removing the appendages for nervous 
diseases — that is, diseases in which local and reflex 
nervous disturbances are pronounced, without any 
or but slight pathological changes, such as ovaralgia, 
so-called chronic ovaritis, etc. — are uniformly bad. 
He counsels us therefore to shun these operations, 
except in cases of dire necessity. This opinion was 
concurred in by Dr. Skene, whose large experience 
has shown the futility of trusting that diseases of the 
nervous system, such as epilepsy, will be relieved by 
removal of the ovaries, unless these organs have been 
for a long time diseased and functionally useless. In 
fact, unless they are in this diseased state, their re- 
moval is likely to be followed by nervous disturbances 
which render the patient's last condition worse than 
the first. 



nrrEMATIONAL 00VQSES3 OP GTN£CI0L0G7 AND 
0B8TETBI08. 



We are requested by Dr. F. Henrotin, 353 La Salle 
Ave., Chicago, American Secretary of the Congress 
to make the following announcement : 

The Belgian Society of Gynaecology and Obstetrics, 
under the patronage of the Belgian Government, has 
taken the initiative in organizing '' The International 
Periodical Congress of Gynaecology and Obstetrics,^' 
the first session of which will b6r held in Brussels, 
September 14th to 19th inclusive 1892. Three lead- 
ing questions will be offered for discussion : 

1st. Pelvic Suppurations ; Referee, Dr. Paul 
Segond, Paris. 

2d. Extra Uterine Pregnancy; Referee, Dr. A. 
Martin, Berlin. 

3d. Placenta Praevia ; Referefe, Dr. Berry Hart, 
Edinburgh. 

All communications pertaining to this Congress 
should be mailed direct to the American Secretary, 
who will promptly furnish all information. All noti- 
fications to be forwarded should be received by 
August 1st. 

Everything points to the great success of this Con- 
gress. Though notices concertiing it • have b6en 
rather late in this countty^ already men of celebrity 
have promised to visit and contribute papers. 
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A EAEE 0A8E OP UEETHBAL OALOTJLI IS A OHILD. 



By Thomas II. Manley, M. D., New York. 
Visiting Surgeon to ths Harlem Hospital. 



The case which I herewith report was of so rare 
and unique a description and, besides, presented so 
many puzzling and inexplicable symptoms, that I 
deem it well worthy of recording and of remember- 
ing. 

The patient was a child four years old, of healthy 
parents — ^the third son and seventh offspring. lie 
had had none of the exanthematous diseases of child- 
hood up to the time he came under my observation. 
During the winter of 1890, it was first noticed that 
he had pain in urinating, and the urine voided after 
standing, was seen to leave a dense shiny deposit on 
the bottom of the vessel. For this trouble the mother 
gave him the spirits of nitre and other domestic 
remedies, but they failed to afford relief and he be- 
came steadily worse, so that by the middle of March, 
1890, he passed his urine with such severe straining 
as to cause eversion and prolapse of the rectum. 
Finally, the passage of water was wholly arrested. 
At this time a physician was called in and emptied 
the bladder with* the aid of a catheter. A few days 
later I saw the child for the first time. Being so 
young and timid, I could derive no information from 
the patient and hence had to depend on what I could 
learn from the parents and the objective symptoms, 
for knowledge as to the probable nature of his 
malady. 

Very naturally our first suspicion was directed to 
the presence of vesical calculi, although there was 
no evidence of pain of any description in the inter- 
vals of urination — no pain in the penis, or on sudden 
motion of the body, as we would look for in case of 
stone. On the other hand, he ate and slept well and 
was as active as other children — free from any incon- 
venience until the time to urinate came, when he ex- 
perienced the most excruciating agony until the urine 
was passed. But he was becoming steadily worse ; 
the intervals of urination were becoming shorter and 
the spasmodic straining of his whole muscular sys- 
tem, during micturition, much more violent. Hence, 
when I saw him, he was beginning to show signs of 
gradually breaking down from great pain, loss of 
sleep, and the terrible dread of the agonizing ordeal 
which the emission of urine entailed. 

On physical examination, I found the patient free 
from any organic disease, but in a higlily excitable 
state. His bladder was distended high above the 



pubic brim, the fundus extending nearly as high as 
the navel. Notwithstanding this violent straining 
he had no hernia in the inguinal or femoral regions. 
The hypogastric, inguinal and perineal areas were 
extremely sensitive to the slightest manipulation, so 
that the limits of vesical distention were only imper- 
fectly defined by percussion or pressure. Although 
the little fellow resisted the introduction of the cath- 
eter with great energy, still, when he was firmly held 
by assistants, the bladder was readily entered and 
more than a pint of urine drawn off. After this he 
was comfortable for a few days, when he had a re- 
newal of all his former symptoms in an aggravated 
form. The same means were resorted to now as at 
the beginning, with the same result. Now, realizing 
that catheterization would afford nothing more than 
temporary relief, I decided that some sort of radical 
measures must be instituted with a view of securing 
a permanent cure. But what should be done to ac- 
complish this end? Had the boy a vesical or urethral 
calculus, a neoplastic formation along the urethral 
tract, or was there paralysis of the wall of the blad- 
der and loss of expulsive power ? In order to have 
the patient under close observation and make a more 
critical examination he was sent to the Harlem 
Hospital. After having had the patient properly 
prepared he was anaesthetized. A No. 5 (English) 
steel sound passed readily into the bladder without 
encountering an obstruction of any kind. The blad- 
der at this time having been well fiushed, it was 
cautiously but thoroughly explored with a small steel 
instrument in conjunction with suprapubic and 
rectal manipulation, but nothing was discovered to 
account for the obstruction. 

No growth could be found, and the possibility of a 
paretic bladder was eliminated by the fact that when 
the catheter was introduced urine was expelled with 
considerable force through its opening. But some- 
thing was wrong somewhere — about that there was 
no question. 

It was supposed that his painful retention might 
be due to a spasmodic contraction or sclerotic changes 
in the vesical sphincter, or to an encysted calculus at 
the trigone. Accordingly, for the purpose of explor- 
ation, an external urethrotomy was performed — the 
urethra being penetrated behind the bulb just an- 
terior to the outer lamina of the deep perineal fascia. 
A free opening was made through the membraneous 
and prostatic urethra and the bladder entered. There 
was very little hemorrhage. Passing the index finger 
through the divided structures, the neck of the blad- 
der was found to be of normal consistence. The 
vesical mucous surface was of a smooth, even outline, 
and nothing whatever was encountered suggestive of 
encapsulated calculi. It will be observed that our 
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operation was negative in result, as no morbid condi- 
tion was met with. 

The child experienced great relief while the urine 
dribbled through the perineal opening, or while the 
catheter remained in the bladder. When the peri- 
neal incision was quite closed he was taken home. 
He seemed to derive some slight relief for about a 
month after the operation, when there was a relapse 
of all the former symptoms with marked constitu- 
.tional disturbance, a rapid pulse, high temperature 
and loss of appetite. 

The poor sufferer now had a daily prolapse of the 
rectum in straining, and the tisues near the left crus 
of the penis over the corpus cavernosum were indu- 
rated and highly inflamed. The urethra was so 
sensitive that no catheter could be retained, so that 
the urine had to be drawn off at intervals. After a 
few days the abscess burst and extravasated urine 
freely escaped. From this time there was complete 
relief from pain, the urine all passing off through the 
fistulous opening. 

Chagrined and baffled, I left things alone for a 
time ; and as I was about to leave the country for the 
summer, no further operative measures were under- 
taken till after my return in October. 

I had in the meantime diligently scanned the litera- 
ture of urethral and vesical surgery, and described 
the case to many eminent operators whom I met 
abroad, but I obtained no satisfactory information. 
Finally I decided to cut down over the fistulous 
opening and explore anteriorly, for it was evident 
that there was no sort of impediment posterior to the 
triangular ligament. But yet, the poser was, how a 
sound or catheter could pass so readily into the blad- 
der, and still no fluid could traverse the penile 
urethra without difficulty? 

He was again admitted to the hospital. After 
ether narcosis, a steel sound was passed through the 
urethra, and then a small silver probe was introduced 
into the fistulous opening, which came in immediate 
contact with it. Now, cautiously catting down on 
the sound anterior to the posterior wall of the sinus, 
I was surprised to find the cutting edge of the 
scalpel come in contact with a hard, stony substance. 
Widely separating the incision, a white, pearly sur- 
face came into view, which proved to be a rather 
flattened spheroidal calculus, which readily rolled out 
when displaced by the probe. The removal of this 
was followed by two others of a similar size and 
shape. A catheter was now passed the entire length 
of the urethra into the bladder, and by a flap-split- 
ting process the incision was closed after the annular 
callous rim about the sinus was dissected away. 

At last the problem was solved and the impedi- 
ment was removed. The parts failed to unite by 



primary union; but, after a few weeks granulations 
sprung up and the opening solidly cicatrized — oar 
little patient being finally completely cured of his 
infirmity. 

In reviewing this singular case, one might say that 
a grave oversight had been committed at the begin- 
ning, in not accurately locating these concretions. 
But, as we have seen, they completely eluded the 
searcher, and besides, though they effectually pre- 
vented the free escape of urine, they offered no 
impediment to the passage of instruments. 

My primary incision, while doing the perineal 
urethrotomy, was scarcely a line posterior to where 
these bodies were lodged. This explains why the 
operation was a failure, and why the injured parts 
were left in a condition favorable to the extravasa- 
tion, which subsequently followed. Thomas Bryant, 
in his admirable treatise on surgery, says that ure- 
thral calculi commonly cause impediment to urina- 
tion, or even total obstruction in young children of 
the male sex. " So that when we meet with impedi- 
ment to the passage of urine in young males, we will 
find it attributable either to phymosis, paraphymosis, 
atresia of the urethra, a string around the penis, or 
a stone in the urethra; in young and middle-aged 
men to gonorrhoea and stricture ; and in old men 
.to prostatic enlargement.'' 

A study of the pathology and precise mechanism 
of the impediment in this case is simple. Urinary 
lithiasis is very uncommon in New York, as our 
water supply is derived mainly from the drainage of 
surface rain fall, and hence, unlike well-water, or 
that of a river rich in alluvial deposits, is compara- 
tively free from an excess of the lime salts. There 
was no history of a previous cystitis in this child, 
or of any hereditary predisposition. 

The calculi removed weighed, in their dry state- 
one, nine grains ; one, eight and one-half ; and one, 
seven grains. It appears that, owing to the greater 
resilience and elasticity of the vesical orifice of the 
child, a calculus will engage and pass through it with 
great ease, while a stone will seldom enter the firmer, 
more sensitive outlet of the adult; but when it does 
the perineal muscles, owing to their considerable con- 
tractible power, commonly force concretions through 
the urethra, without engaging or giving rise to seri- 
ous trouble. 

It is very probable, in my case, that the calculi left 
the bladder consecutively. The first one becoming 
impacted blocked the second, which, coming down, 
was arrested, and then by pressure and ulceration 
imbedded itself in the same plane, but a little above 
the first. The third, owing to the greatly increased 
obstruction from in front and pressure from behind, 
soon forced itself into the peri-urethral tissues at the 
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same site as the others. It would seem almost incon- 
ceivable how those three large, hard concretions could 
so solidly imbed themselves without causing a tear 
in the urethral walls and subsequent urinary extra- 
vasation. The three calculi were so lodged in the 
walls of the urethra, that when a volume of fluid was 
thrown against them, such as the stream of urine, the 
walls were raised like so many cusps from a flaccid, 
collapsed state, and, like a valve, in proportion to the 
pressure became the more solidly approximated. The 
sound passing in from before simply pressed them 
aside and consequently was not impeded. But, had 
the urethra been explored outward as well as in the 
direction of the bladder, this stone-wall must have 
been discovered when the first exploratory urethral 
incision was made. Herein lay the fatal oversight. 
I had never seen the urethra explored in both direc- 
tions after the urethral incision ; nor have I been able 
to learn that any of our great authors ever advised 
it. 

There are very many intricate problems and con- 
fusing conditions which the books throw no light 
upon, and where one is compelled to fall back on his 
own resources or on first principles. If we possess good 
judgment, a sound and practical knowledge of anat- 
omy, chemistry, physics and physiology, in the vast 
majority of the most intricate cases, by the aid of 
Nature and sound sense, difficulties will often disap- 
pear before us. We must, nevertheless, be cautious 
that in endeavoring to relieve our patient we may 
commit no error. Particularly desirable is this with 
the fresh crop of graduates who may feel that, since 
they can cut and slash without the infliction of pain 
or contamination of the wound, they need scarcely 
stop at anything. No doubt dexterity and rapidity 
are desirable qualifications, but these, without keen 
judgment and clear discerning powers in the surgeon, 
are worthless. 



HERinA IN HTFAHOT AHD ITS OOEREOT TEEATMENT. 



By Alexander Dallas, M.D., New York. 
Conmlting Surgeon to the Bayonne Hospital. 



PART II. 

Ik assuming the care of a case of hernia in infancy, 
two questions at once present themselves : 1st, when 
shall treatment commence ; 2d, what form of truss 
should be employed ? 

The answer to the first question is perfectly clear. 
As soon as the hernia shows itself, treatment should 
at once commence. The idea that the child will out- 
grow its disability, or that it is too young to bear 
treatment is utterly erroneous, and much harm is 
often caused by the delay. 



In regard to the second question — what form of 
appliance is best — opinions differ. In the treatment 
of all forms of inguinal hernia in my own patients, I 
have, for some time, been using a truss devised by 
myself and shown in the accompanying cuts ; and the 
results have been most gratifying and satisfactory 
both to the patients and myself. 




Front Vibw. 

An examination of the drawing will at once show 
how much it differs from the trusses now in use. 
The belt is made of light material and is covered with 
leather or hard rubber. (Soft rubber tubing should 
never be used for this purpose). It rests firmly upon 
the crest of the ilium, an immovable support, and is 
not affected by the movements of the body or con- 
tractions of the muscles. As a result, there is no 
interference with movement, no incessant motion of 




Back Vnsw. 

the pad, no excoriations to heal up. The belt passes 
down the sides of the abdomen, closely hugging the 
abdominal walls, thus breaking the lateral recoil of 
the intestines which causes the protrusion, and acting 
as an auxiliary to the pad. The pad itself, of hard 
rubber, is small, somewhat diamond shaped, its lower 
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outer angle cut oflE to fit into the fold of the groin, its 
surface slightly concave to adapt itself to the convex 
abdominal walls. Eunning from the centre of the 
face of the pad to its lower edge is a gradually deep- 
ening groove, which prevents compression of the vas 
deferens, and spermatic vessels and nerves. The 
pressure exercised by this truss, being applied from 
above downward, is slight, comfortably borne and 
directly over^ not ^^ near,^' the internal ring ; not 
• because *' the parts back of the pad are soft 
and yielding, and it is worn with comfort," but 
because that is the only place where pressure should 
be applied and retained. Another important feature 
in this truss is its ease of application. Once properly 
adjusted, it can be taken off by the patient and 
reapplied, without fear of displacement — a fact which 
cannot be said of any other truss with which I am 
acquainted. As all spring trusses should be removed 
at bedtime, the importance of this will be readily 
appreciated. 

In umbilical hernia, a flat disk, kept in position by 
a simple binder or fastened with plaster, is usually 
sufficient to eflfect a cure in the early months of life. 
Later, a flat pad with a spring may be necessary, or a 
rubber ring with diaphragm is an excellent appliance. 
The use of a ball or the conical pad usually employed 
is a serious mistake, as it presses into and dilates the 
ring, aggravating the very object for the cure of 
which it is applied. 

In ventral hernia, the same principles of treatment 
should be employed, varying the appliances with the 
varying condition and location of the protrusion. 

Now, having applied a truss, most physicians seem 
to think that their work is done. On the contrary, 
the real treatment of the case has just commenced if 
a cure is desired. The patient should be kept under 
the physician's supervision and should be carefully 
examined at regular intervals, to assure himself of the 
perfect retention of the hernia, as well as to provide 
for the rapid growth of the child. Perfect cleanliness 
should be preserved, and all causes that operate to 
prevent nature in her efforts at repair should be re- 
moved. The digestion should be carefully looked 
after. Constipation should be prevented. Vomiting 
from overfeeding or improper food should be checked. 
Straining from diarrhoea or from a constricted or 
adherent prepuce, as well as persistent cough from 
any cause, should be removed. The persistence of any 
of these causes may hinder, or even completely destroy, 
all chances of cure directed solely to the hernial pro- 
trusion. At the same time, efforts should be made to 
develop and strengthen the weakened muscles by 
massage, electricity, and gymnastic exercises of various 
kinds. There is one point in the treatment of these 
cases to which I wish to call special attention. No 



spring trusses should ever be worn in bed. In the 
large majority of cases, it is quite unnecessary, and in 
all cases, it is harmful. When necessary, as in the 
case of infants, the truss should be removed at bed- 
time, and replaced by a '' hank " truss or a home made 
bandage. It is in these night cases that the lately 
much vaunted ''hank'' truss will find iis proper field 
of usefulness. 

The length of time during which truss pressure 
should be kept up will vary in different cases, but 
should not be less than one year at least, counting 
from the time of last protrusion. After six months, 
the pressure should be gradually lessened until, at the 
end of the year, it is merely nominal, while the efforts 
made to strengthen the parts should, at the same 
time; be increased. 

Of the complications mentioned in the earlier part 
of this paper, there are two which demand special 
attention, viz : congenital hydrocele and non-descent 
of the testicle. 

Congenital hydrocele or '' windy rupture,'' is pre- 
sent in the majority of cases of congenital hernia. It is 
due, I believe, in many cases to improper truss press- 
ure, for it usually does not appear until some time 
after treatment has begun. Care must be taken in 
these cases not to confound it with a return of the 
hernia. If the quantity of fluid should become so 
large as to inconvenience the child, or if it persist for 
any length of time, the cure can be accelerated by the 
use of the Heaton method of injecting a few drops of 
an irritant solution in the canal. This will excite 
sufficient adhesive inflammation to retain the fluid in 
the abdominal cavity, while truss pressure is kept up 
to prevent protrusion of the gut. 

Non-descent of the testicle is very frequently over- 
looked. It demands careful attention and judicious 
management. When the testicle is in the canal, a 
concave pad should be applied over it, not only to 
prevent irritative pressure, but also to encourage its 
passage outwards to the external ring. As soon as it 
emerges from the canal, a pad should be applied over 
the internal ring. 

In the extremely rare cases of infantile hernia, 
where properly applied mechanical treatment fails to 
effect a cure, then surgical measures have to be re- 
sorted to. In these cases, almost any form of opei'a- 
tion will meet with success, and, if performed with 
proper antiseptic precautions, the risk is slight. 
The McEwen operation as modified by Bennett, is 
unquestionably the best yet advanced, but each 
operator has his own method of attempting to effect a 
cure. For myself, I prefer a transverse incision 
through the skin, and after reducing and fastening 
the sac as high up as possible, so as to bring a fresh 
portion of the peritoneum over the opening, I am 
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more anxious to approximate the external portion of 
the anterior and posterior lips of the internal ring, 
than in drawing together the pillars of the ring 
which has little eflfect in preventing, of itself, a re- 
currence of the hernia. For it must be remembered 
that the internal ring is not a ring at all, but a "slit'' 
or separation between different layers of tissue ; 
and, while we cannot close up the inner portion of 
this "slif on account of the vessels passing through 
it, by removing the fossa above the internal ring, 
which invites the descent of the bowels, and by clos- 
ing up the external half of the "slit" through 
which the protrusion occurs, we will succeed better 
than by any othfer method. Here, as elsewhere, the 
more closely we imitate nature, the more successful 
onr efforts will be. 
65 West 36th Street. 



OHBOBIO TTTEBINE OATABBH AND EimOMETBITIS. 



By H. D. Champlin, A.B.,M.D., Cleveland, 0. 



By the term endometritis, we understand acatarrhal 
inflammation of the lining membrane of the interior 
of the womb. I propose in this paper to give, in as 
practical manner as possible, the method of treatment 
1 employ with its resultant effects. A lady patient 
comes to my office and complains of an annoying 
leiicorrhcea. On physical examination by means of 
the speculum, I find a patulous, or a swollen cervix, 
with an opening which will easily admit the uterine 
probe, and showing the canal somewhat lengthened 
(say three, or three and a half inches) ; and upon with- 
drawing the sound there is a discharge of blood, or 
its beak shows blood upon it. I know I have a case 
of endometritis to deal with and probably a complica- 
tion of subinvolution. As a preliminary to treat- 
ment, I commence by depleting the cervix and 
indirectly the whole uterus, by applying, locally, 
glycerine (the purest I can buy). For this purpose any 
good speculum will serve ; a piece of marine lint is 
then taken and a piece of string tied around it in the 
center, then it is saturated with the glycerine and 
introduced through the speculum against the cervix. 
The speculum is then removed and the lint left in for 
twenty-four hours, then the patient may remove it, 
and immediately after she takes a vaginal injection of 
hot water (lOO^'F). 

And now a word as to these injections of hot water. 
To get a good effect, a gallon or more of water must 
be used. The woman should be instructed to pro- 
cure a fountain syringe (capacity of one gallon); the 
height at which it is placed should be such as to give 
the water only a moderate force. In taking the 
injections she must lie on a flat surface in the dorsal 



or Sims' position. The injection should be continued 
for at least fifteen or thirty minutes, depending upon 
the degree of comfort experienced by the patient, 
and last, but by no means least, under no circum- 
stances is the patient to arise from the recumbent 
position for one hour, at the very lowest, and better 
still, two hours after using the syringe. After the 
injection a fresh tampon saturated with the glycerine 
is again applied and this simple treatment is con tinu- 
ed for four or six days. If the leucorrhcea is slight 
and the catarrh confined to the lower segment of the 
uterus, the improvement from this simple and harm- 
less treatment will be a source of wonder and delight 
to you. The glycerine acts as a depletant, empties 
the capillaries, provokes a serous secretion, in other 
words, sets up a capillary osmosis. 

After using the glycerine and hot water injections, 
as above directed, for a few days, local medication 
must be employed within the cavity of the womb. 
Place your patient upon her back or in Sims' position, 
and introduce the speculum and bring the cervix into 
the field of view. Now introduce the uterine probe 
with the greatest gentleness and skill and without 
causing any pain, and measure the cavity of the 
uterus. Have ready half a dozen small sized probes 
(known as applicators), made of rubber or alumina, 
and carefully wind around their extremities for two 
inches back, some fine borated or absorbent cotton. 
Introduce one of these applicators as high as the 
fundus and gently sweep it around so as to swab and 
clean out the cavity ; now take a fresh one and satu- 
rate it with iodized phenol and introduce it as far as 
the fundus, withdraw it, and repeat the same pro- 
cedure with a second probe. After this operation is 
completed, use the glycerine as above directed; after 
a few applications you will find a decided improve- 
ment ; the opening through the os and cervix will be 
materially lessened and contracted, and if a condition 
of subinvolution be present, it will also be greatly 
improved. 

In these cases you may often find abrasions, erosions, 
and monorrhagia as complications. They are very 
stubborn, and require the use of the sharp curette 
(always under strict antiseptic precautions), the 
patient being instructed to remain in bed for at 
least four days after curettement. Special attention 
must be given to sustaining and improving the gen- 
eral health of the patient, by good nutritious diet, 
fresh air, systematic exercise, and avoidance of all 
circumstances tending to harass the mind or to de- 
press the spirits. Change of air and scene are 
important factors whenever practicable. The nervous 
and sanguineous systems are fostered by these meas- 
ures. Should tonics be required there are none better 
than the mineral acids, quinine, nux vomica, and 
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iron in some form. Rich and highly spiced food, 
violent and intemperate exercise, habits of lux- 
ury and indolence, keeping of late hours, and 
excessive sexual intercourse must be positively pro- 
hibited. Absolutely refuse to treat a case of this kind 
unless the patient will support all the clothing from 
the shoulders ; insist upon this at the very beginning 
of your treatment, and see from time to time that it 
is carried out. (It is necessary that you do so.) 
Explain to your patient the dangers of getting out of 
bed without protecting the feet. Remedies which 
have served me well in these cases are ; belladonna, 
hydrastis, calcium sulphide, cauUophyllum, actae 
racemosa, ergot, gelseminum and thuja occidentalis. 

The treatment and instructions given above, if 
faithfully followed out for a period of from three to 
six months in every case, will prove curative, unless 
the trouble is grafted upon a syphilitic or tuberculous 
subject. Other applications which may be found of 
great utility in the local treatment of those cases are 
tincture of iodine (compound), iodoform, chromic 
acid, balsam of Peru, pinus canadensis, and a solution 
of bromine (12 drops to one ounce of alcohol). I will 
cite two cases out of many to confirm all that I have 
claimed above : 

Case I. — Mrs. B., aged 42, married fifteen years, 
desired treatment for an annoying leucorrhoea of some 
six months standing. Physical examination revealed 
a patulous os, swollen cervix, and upon introducing 
the sound and withdrawing it a discharge of blood 
took place. The diagnosis was endometritis with 
complicating subinvolution. I commenced treat- 
ment by depleting the cervix, using tampons of 
marine lint, saturated with glycerine, and placing 
them close up against it. On the following night just 
before retiring the tampon was removed, and an 
enema of hot water (102®) was given in the dorsal 
position for one half hour, then another tampon 
soaked in glycerine was inserted and placed against 
the cervix. This treatment was continued for six days. 
On the seventh day she came to my oflSce, when I 
cleaned out the cavity of the uterus and swabbed it 
thoroughly with iodized phenol ; this was f olbwed by 
the glycerine tampon upon which I dropped a small 
quantity of belladonna (about 10 drops); this tampon 
was allowed to remain (as did all subsequent ones) 
for two days and was removed at night followed by a 
hot enema and absolute rest. 

For one mouth she came to my office twice a week 
for treatment, after that once a week for two months ; 
in the mean time having instructed her how to apply 
the glycerine tampons and insisting that she take an 
enema and apply a tampon herself when mine were 
removed. She retired every night at ten o'clock ; 
her food was plain but nutritious (no pastries, etc.) ; 
and marital intercourse was limited to once a month. 



The hardest fight I had with this woman was in 
regard to supporting her clothing from her shoulders, 
but she now tells me " she wonders how she ever got 
along without her shoulder and garter straps." The 
only remedies I used were belladonna and hydrastis; 
as a tonic I gave her quinine, two grains three times 
daily. In six months she had entirely recovered. 

Case II. — Mrs. U., aged 29, married three years, 
presented symptoms much the same as case No. 1, 
except that as a complication I had menorrhagia to 
"contend with. After thorough antiseptic precautions, 
I (at her house) curetted the uterus, using the sharp 
curette and removing the diseased masses of mucous 
membrane. I then made an application of the 
iodized phenol and inserted a tampon saturated with 
glycerine. The after treatment in every respect was 
the same as in case No. 1. The remedies used were 
calcium sulphide and thuja occidentalis, as there 
seemed to be a tendency to glandular enlargements 
and to raise a " crop " of warts on the slightest pro- 
vocation. Her improvement was rapid from the first 
and in three months I dismissed her a well woman. 
She is still in good health, as far as I can learn, some 
three years since her treatment. 

455 Clark Avenue. 



The Treatment of Complicated Retroflexions 
of the Uterus. — Dr. 0. Kustner formulates the 
following rules for the treatment of these cases : If 
reposition cannot be accomplished by the ordinary 
manipulations the patient should be ansBsthetized to 
confirm the diagnosis. If adhesions are found they 
should be torn apcording to Schultze's method, the 
uterus restored to its normal position, and a proper 
pessary inserted. The patient should remain in bed 
until symptoms of reaction are no longer present. 
Thure-Brandt's method of separating the adhesions 
and replacing the uterus gives excellent results, but 
requires too much time. For this reason Kiistner 
prefers Schultze's method, or laparotomy. If the 
latter operation is resorted to the incision should be 
made low down near the symphysis pubis, the uterus 
is then drawn up by forceps, so as make tense the 
adhesions which are divided with the Pacquelin. 
After the uterus has been freed from adhesions the 
question of ventro-fixation comes up. If the patient 
is young, and the tubes and ovaries healthy, the 
uterus should not be fixed, but a Thomas' pessary 
should be applied. On the other hand, if the patient 
is at or near the menopause, the uterus should be at- 
tached to the abdominal wall by two or three silk- 
worm gut sutures ; and if the tubes and ovaries are 
seriously diseased they should be removed. — Samnd, 
Klin. Vortr,y No. 9.— Wien. Med. Fresse, No. 10, 
1892. 
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OHBOHIO ENDOMETEITIS— UTEEHSrE ADHESIONS. 



By H. Marion Sims, M.D., 

Profeuar of Gynecology at the New York Polyclinic, Vinting 

Gynecologist to8t. Elizabeth's Bospital and the New York 

Infant Asylum. 



Gentlemen : — The patient I show to you first, this 
morning, presents a well marked endometritis, with 
catarrh of the cervix. The symptoms that she has 
been suffering from, and which are due to this com- 
bination of troubles, have been profuse and painful 
menstruation, a very thick, disagreeable discharge 
from the cervix, and pain on the left side about the 
ovarian region. Added to these conditions, she has 
been the subject of not a slight amount of reflex 
nervous trouble. The reflex neurosis which this 
patient complains of has been more particularly 
confined to the throat rather than to any other part 
of body, and consists in difficulty in swallowing. 

The line of treatment I adopted in this case for the 
cure of the dysmenorrhoea and the catarrhal condition 
of the cervix, consisted in drainage, than which I 
know of nothing that will accomplish more good in a 
short time. The first thing to do is to thoroughly 
dilate the cervical canal, and this can only be done 
under an anaesthetic and at the home of the patient, 
or in a hospital. When the canal has been thoroughly 
dilated, remove from the uterine cavity any enlarged 
glands that may be found there, and then thoroughly 
curette the whole utero-cervical canal to do away with 
the catarrhal inflammation that has existed there for 
a long time. Under this course of treatment you will 
find the refiex symptoms gradually disappear, the 
secretion which comes from the uterine canal will 
gradually assume a more normal character, and the 
menstruation will become less profuse. That is the 
way I have treated this patient before us, and you can 
now see the result for yourself. 

The after treatment amounts to very little in these 
cases. After thoroughly curetting the uterus, you 
must secure perfect drainage, and that is best done 
by packing the uterus with gauze, or by inserting a 
self-retaining intra-uterine stem, which the patient 
should be permitted to wear for some months after 
the operation. This latter method is the better of 
the two plans of treatment, and the one I have em- 
ployed in this case. It is the more cleanly and the 
more efficient of the two methods. This patient has 
been wearing a hard rubber stem for two weeks and 
her condition is very much improved. 

Added to the catarrhal condition I have just spoken 
of, in connection with this case, this patient has also 



another complication which I have failed to mention, 
and that is a prolapsed left ovary, which it is not very 
difficult to find, and which is slightly enlarged. I 
have not spoken particularly about this condition in 
this case, because, as a general thing, you will find 
after carrying out the treatment I have spoken of in 
these cases, by curetting and drainage, the increased 
circulation which takes place around the part and the 
increased drainage will ultimately result in a disap- 
pearance of the enlargement of the ovaiy. Of course, 
we come across cases, once in a while, where we have 
exliausted all the ordinary means at our disposal for 
the cure of this condition, viz ; curetting, drainage, 
boroglycerite tampons, etc., without producing any 
improvement. Under such circumstances, a resort 
to laparotomy becomes an absolute necessity to cure 
the disease of the ovary, or to relieve the extreme 
nervous symptoms from which the patient suffers. 

Some of you may remember the cases we had 
here a few weeks ago, in which I detailed, at some 
length, the method I usually followed out in inserting 
a pessary in the vagina to hold the uterus in place. 
I succeeded very well in this case. I told you at the 
time that you did not hear much of the use of the 
pessary now a days, and some gynecologists even claim 
that they never employ it in their practice. There 
is, however, a certain class of cases you cannot pro- 
perly treat without a pessary, although it is a well 
recognized fact among gynecologists that the instru- 
ment is not spoken of as frequently, or with the same 
enthusiasm, as it was some twenty years ago. It is, 
however, an aid to the successful treatment of some 
patients, so that it cannot be entirely ignored. 
Occasionally you come across a case like the one 
before us, where we have a girl who is obliged to 
work in a factory and has not time to have an 
operation performed in a hospital, or the means to 
have the operation performed at her home. In this 
particular class of cases of malposition of the uterus 
we have to try and adapt one of the mechanical 
means of support that will hold the organ up, and 
relieve the subjective symptoms the patient com- 
plains of. 

It is an extremely difficult matter to fit an appliance 
in some cases, and then again you will come across 
cases in which you fail utterly. A well adjusted 
pessary, that is, a pessary adjusted by a man who 
thoroughly understands how to fit an instrument, 
can be worn with the greatest comfort to the patient. 

The patient before us is a young woman thirty-four 
years of age, who has been working in a carpet factory 
in this city for a number of years past. When she 
first came to this clinic I made an examination of her 
uterus and found it bound down by firm bands of 
adhesions posteriorly. I could not, consequently. 
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eleyate the organ for more than a short distance in 
that direction. She was sent to the hospital and 
under an anaesthetic I succeeded in breaking up the 
adhesions by bimanual manipulation, or what is 
known as the Schultze method. This procedure is an 
extremely simple one, but can only be accomplished 
under anaesthesia. The uterus is first lifted by 
the uterine elevator until the patient experiences 
extreme pain, and then under the use of an anaesthetic, 
it is lifted up further. With one finger on the abdo- 
men and the other in the vagina or rectum, and 
by making pressure behind the posterior wall of the 
uterus, you gradually work these adhesions away by a 
sawing motion of the uterus through the abdominal 
wall. The adhesions will become loosened one after 
the other and the uterus will suddenly be found to 
have gone forward. This was the method employed 
in this case, and the adhesions have all been com- 
pletely broken up. The uterus is now freely and 
perfectly movable within the pelvic cavity. 

The operation I have here alluded to is not a 
serious one, nor is it attended with any disagreeable 
after symptoms. Of course, it is not such a one as 
you can do in your office, for that would be simply 
inviting inflammation and not taking the precautions 
a surgical procedure of this kind demands. I always 
do it at a hospital or at the home of the patient, and 
put her to bed immediately after the operation. At 
the end of three days I proceed to elevate the uterus 
by means of the uterine elevator without the induc- 
tion of anaesthesia, and in that way I educate the 
uterus, so to speak, into assuming its normal position 
in the pelvic cavity. The next day you can repeat this 
procedure, and you will find that all the tenderness 
which was present in the posterior wall of the uterus 
will gradually pass away ; when all the sensitiveness 
has gone you can then proceed to fit the pessary, as 
you have seen me do in this case. 

I wish you to remember one thing in particular 
when applying a pessary, and that is, that there it not 
one instrument which will fit any two persons. 
Every instrument must 'be moulded to fit the patient 
for whom it is intended, and if you follow out this 
advice you will experience no trouble in the use of a 
pessary. It is a fact well proven to my mind, that it 
is not so much the use of a pessary as the abuse of 
it that causes trouble. I would recommend to you 
a block tin ring for the purpose of forming a pessary, 
as it can be altered into any desired shape you choose. 
Having got it to the desired shape, you introduce it 
into the vagina, and if the patient complains of no 
pain from its use, let her go home with the caution 
that she is to take it out the very moment it causes 
her the slightest discomfort. This discomfort, which 
is due to pressure of the instrument, may be provoca- 



tive of more inflammation in a few hours than yon 
could remedy in as many months. This block tin 
instrument is, you must bear in mind, but a tempor- 
ary appliance, and I do not recommend it to you as 
a permanent one by any means ; but after the patient 
has worn it for three or four weeks and you are 
satisfied you have the exact fit, then remove it 
and apply a hard rubber pessary like the model of 
block tin, which can be furnished yon by the 
instrument maker. Then you may let the patient 
wear the rubber one permanently. 

OSTEOMYELITIS OP THE PEMUE— ENOYSTED HYSBO- 

OELE OF THE OOED-GOKOEEHCEAL 

EHETJHATISM. 



By Arpad G. Gerster, M.D., 

Professor of Surgery at the New York Polyclinic ; Visiting 
Surgeon to the German and Mount Sinai Hospitals. 



Gentlemen :— The patient whom I bring before 
you to-day has been suffering from osteomyelitis of 
the thigh bone, and is the young man upon whom I 
performed an osteotomy a week ago to-day. After 
the operation, when most of you had left the room, 
he manifested quite serious symptoms of collapse. 
His pulse was in a very bad condition before the 
operation, and I therefore completed it as rapidly as 
possible. There was considerable hemorrhage from 
the wound, and this came not so much from the soft 
parts as from the bone. 

This operation may serve as a very fair illustration 
of the way in which all surgical procedures were per- 
formed before the invention of Esmarch's bandage. 
The fact that in the vicinity of the roots of the 
extremities, that is, in the vicinity of the hip and 
shoulder joints, an Esmarch^s bandage cannot be 
applied, renders operations here more serious than 
when they are performed lower down ; and, of course, 
considerable rapidity of execution has to be employed. 
The surgeon who operates rapidly, and at the same 
time deliberately, will obtain these results in the best 
manner. I would state to you, though the statement 
may seem paradoxical, that in order to perform a 
more rapid operation, it is necessary to make a very 
liberal incision and expose the bone rapidly. The 
bone is then before your eyes and you do not lose 
time in preliminaries, during which the patient 
suffers much loss of blood. The prolongation of the 
incision one or two inches through the soft parts will 
not increase to any extent the hemorrhage, for it is 
the oozing from the cancellous tissue of the bone, 
which it is difficult to arrest, that causes the loss of 
blood. The quicker you are in reaching the seat of 
disease the less blood will the patient lose, and the 
more satisfactory will be the ultimate result. 
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Let me tell you that not only in this particular 
field of surgery, but in every department in which 
major surgical operations are performed, success de- 
pends, to a much greater extent than many believe to 
be the case, upon the quantity of blood saved by the 
surgeon during the various steps of the operative 
procedure. Take, for instance, the subject of lapa- 
rotomy — a subject which is discussed by many persons 
in this country and abroad, who never received any 
surgical training — take this subject, and you will find 
that the disastrous results that follow this operation 
are not so much due to a disregard of antiseptic pre- 
cautions, which I do not belittle by any means, as to 
disregard the principle of not sacrificing one drop 
of blood more than is necessary. When you see a 
man explore the abdominal cavity, through a minute 
aperture and withdraw a mass containing pus, some- 
times very septic pus — a mass which is surrounded 
aad intimately glued and attached to the organs in 
its vicinity, the bladder, uterus, coils of intestine, etc. 
—you cannot be astonished that disaster should 
foUow such a procedure. He is working in the dark, 
he does not see^any vessel he has ruptured, and he is 
neglecting one of the great cardinal principles of 
operative surgery, by not cutting under the guidance 
of the eye. I have seen surgeons explore the abdo- 
minal cavity, rupturing vessels and occasionally even 
tearing into the intestine. You are taking great 
risks with your patient when you are violating this 
all important rule of operative surgery, and especially 
is this true in cases where there is a large quantity of 
blood associated with contaminating material in the 
abdominal cavity, both on account of the danger of 
hemorrhage and septic trouble. 

The rational procedure, then, is to open up to view 
the field of operation, and when you meet adhesions 
that are too tough to be broken up by the tip of the 
fingers, put double ligatures around them and divide 
them, securing each vessel before you cut. By this 
method, you will have a clean field to work in, will 
have no secondary hemorrhage, ^nd avoid the neces- 
sity of inserting a drainage tube in the abdomen. 
Very frequently the tube is inserted in the wound on 
account of the fear of secondary hemorrhage, because 
it has been observed so often after these operations. 
A small artery is torn, a clot forms in its orifice, the 
surgeon sponges the bottom of the pelvis and fails to 
bring up blood. The hemorrhage has been only al- 
layed ; it is apparently at a standstill. The patient 
is placed in bed, and the pulse under the infiuence of 
the returning reaction begins to become stronger. 
The vital processes are augmented, the various effects 
of the operation, such as shock, etc., are passing 
away, and as the action of the heart increases, the 
haemostatic infiuence of the coagulated blood disap- 



pears, the plug is displaced and a hemorrhage follows. 

The very thing we all wish for, to see the patient 
react well after the operation, is what brings about 
the disastrous result. Now, under such circumstan- 
ces, what is the ordinary practice. The incision was 
a small one ; does the surgeon open up the field of 
operation and tie a ligature around the bleeding 
vessel ? I ask you this as a practical man. Is that 
what the surgeon usually does ? No. He is again 
afraid of enlarging the incision and hunting for the 
bleeding vessel. Styptics are used, compression ia 
employed, the belly is washed out with large quan- 
tities of fiuid. Occasionally, these measures succeed, 
and in spite of his surgery the patient may recover. 

These secondary hemorrhages, are exceedingly 
dangerous. They generally occur in patients whose 
vitality is lowered from long continued illness ; and 
unless you are a determined man and adopt the 
practice of hunting up the bleeding vessels, your 
patient may die as a result of the direct loss of blood, 
or the complications arising therefrom. I have men- 
tioned thi's fact to you in order to illustrate the great 
importance attached to this neglect. This practice 
of making a small incision in abdominal operations is 
based upon the superstition which had its origin in 
England, and has been transplanted to this country, 
that the larger the incision the greater the mortality. 
Now, many who examine this aphorism would accept 
at once the view that the mortality is in direct propor- 
tion to the size of the incision. That this is a fallacy I 
will prove to you. They say the larger the incision the 
greater the mortality, such being accepted as true, 
what follows P As a natural consequence it means 
that you should make your incision as small as pos- 
sible, and thereby keep the mortality of your patients 
down to a minimum. Though I admit the truth of 
this statement, yet I deny the truth of the explana- 
tion. , In what class of cases do you make a large 
incision ? You require a large incision in cases of 
large, solid tumor, with many adhesions — in other 
words, in all diflBicult cases. Therefore the mortality 
is greater in these cases, not because the incision is & 
very large one, but on account of their severity. I 
say once more to you, if you make an incision suffici- 
ently large to see the vessels, you will be able to tie 
them ; if it is too small, you will tear them before you 
see them and cause trouble. Work, therefore, under 
the guidance of the eye, and save as much blood as 
possible. Expose the intestines freely ; and by adher- 
ing to this principle you will run no danger of 
secondary hemorrhages, and the mortality of your 
patients will be diminished. 

This is my experience, and this experience is not 
based on one class of abdominal cases. It involves 
all forms of operations which come under the care of 
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the general surgeon, such as gunshot wounds, diseases 
of the intestines, gall ducts, gall bladder, pancreas, 
liver, etc. I say here with all diffidence that our ex- 
perience is a wider one, and our judgment deserves 
more respect and is of greater value than that of 
those surgeons whose operative work is limited to a 
single x)rgan in the abdominal cavity. 

Now, to return to the case before us on which I 
operated, as I have already stated. The portion of 
the woand that was sutured has united, the discharge 
is moderate in amount, and the cavity looks clean, 
with granulations springing up all over it. The 
temperature was 102^ P. the day following the oper- 
ation, but ever since that time it has been normal. 
This will, however, be a rather tedious case ; for we 
chiselled away a very large portion of the thigh cor- 
responding to the trochanter major, and the cavity 
will have to gradually fill up with granulations. 

The next patient is an infant who has a tumor in 
close relation with the spermatic cord. I can get no 
impulse when the patient cries and I cannot trace 
this well defined, smooth tumor into the abdominal 
cavity. The testicles are below in the scrotum and 
normal ; and, hence, I am inclined to assume we 
have to deal here with an encysted hydrocele of the 
cord. I will ask the mother to bring the child here 
again, for there is no hurry about the case, and before 
I give an opinion I should like to see the patient 
once more. 

I will tell you why I do this. It happened to me 
in my dispensary practice, many years ago, but I 
have not forgotten it yet, that a patient with symp- 
toms similar to this one was brought to me, and I 
diagnosed hydrocele of the cord. There was fluctua- 
tion and translucency and I plunged the needle into 
the tumor, withdrawing some serum. There was 
apparently still more serum in the sac; I intro- 
duced the needle a second time further in another 
direction, and this time gas escaped. I saw it enter 
the barrel of my syringe and thought that the instru- 
ment was leaking. In order to quiet my appre- 
hensions I told the parents of the child to take him 
home and come back with him the next day, which 
they did. There was a very hard red swelling at the 
site of the small smooth, soft swelling of the previous 
day. His temperature was 105^ F., he had vomited 
everything, and had had no stools since. The symp- 
toms of an acute strangulation of a hernia were 
present. 

The child was at once ansBsthetized, after having 
secured the consent of the parents, and when I cut 
down upon the swelling, I found a coil of intestines 
which had been pierced by my needle, contained in a 
sac, the walls of which were in a state of inflamma- 
tion. The intestine had become adherent to the 



walls of the sac in several places, and the sac con- 
tained a mixture of pus and fsBces. In trying to 
force a diagnosis I had done an injury to the intes- 
tine and caused a localized peritonitis in the sac, and, 
of course, strangulation due to the inflammation, etc. 

There was some difficulty encountered in finding 
the site of the puncture, but it was discovered finally 
on careful investigation, and was no longer discharg- 
ing. I released the strangulation, cleansed the in- 
testine and carefully replaced it in the abdominal 
cavity, doing a radical operation for the cure of the 
hernia. The patient made a rapid and uninter- 
rupted recovery. 

This is an experience that we all encounter occa- 
sionally, and it ought to warn us against too great 
haste in cases in which there is no necessity for 
haste. If I had any doubts about the diagnosis, and 
if there were symptoms present which made it im- 
perative for me to decide what was the cause of the 
trouble, I would much rather chloroform the child 
at the start, cut down and see what there is, than 
plunge a needle into the swelling. I beg of you to 
make a note of this and you will never regret it. 

We have here, as our third and last patient, a young 
woman who was pregnant and was confined in due 
time. She has probably had a leucorrhoea, a very 
common thing during pregnancy, and still has a 
vaginal discharge. She has had no urethritis, no 
frequency of urination, but a week or so after con- 
finement a violent inflammation of the wrist joint 
set in. 

Now, as you look at this hand you see a dense 
oedema, a glossiness of the integument, and you no- 
tice great functional disability, apparently due to 
lack of flexibility of the joints and lack of mobility 
of the flexor and extensor tendons due to the dense 
infiltration of all the tissues surrounding the joint. 
There is no pain, but we have the history of previous 
vaginal suppuration and of rheumatism which at- 
tacked not only this but other joints of the body. 
What is the trouble here P Is this an ordinary case 
of rheumatism or is it something else ? It is very 
difficult to state now what it is, but it was probably 
one of those forms of rheumatism which are classed 
erroneously under the head of gonorrhoeal rheuma- 
tism. I rarely use that phrase myself to designate 
this affection, and advise you not to employ it, be- 
cause it pronounces a severe and frequently unjust 
judgment on many patients who are afflicted with 
this form of rheumatism. Patients suffer from 
''gonorrhoeal'* rheumatism who never had gonorrhoea. 
In fact, anyone suffering from suppuration any- 
where (a perfectly harmless and unobjectionable 
urethritis in men or women due to catheterism, which 
is a very common thing as you know), is apt to l»e 
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attacked by this bondition. Of course, gonorrhoea 
does produce the same affection and the method of 
infection is the same. It is not the gonorrhoeal 
])oison that does the mischief, but the ordinary pus 
organisms that are always found in gonorrhoea. If 
it were otherwise we would not see a typical gon- 
orriiceal rheumatism develop without the presence 
of gonococci. Urethral suppuration is characterized 
eminently by a tendency to absorption of the products 
and is prone by metastasis to settle down in the 
wrist, knee, and elbow joint. Therefore, it is better • 
to call such a form of rheumatism by the name of 
urethral rheumatism ; and by so doing you will not 
be passing a harsh judgement on patients who do 
not really deserve the implication suggested by the 
term gonorrhoeal rheumatism. I never employ that 
term unless I find gonorrhoea present, and then you 
are perfectly right in using it. - 

The treatment of ordinary acute articular rheunaa- 
tism, and the treatment of gonorrhoeal rheumatism 
are different. The latter form of rheumatism is more 
virulent, gives the patient a great deal more pain, and 
ia more tedious. In this case here we have no acute 
symptoms to deal with, but wo have the chronic form 
and a very troublesome stage of the malady. I have 
examined the mobility of the wrist-joint, and find 
passive mobility possible and not painful. I find that 
the joint is not hot, nor is the temperature of the 
body rr.ised. 

We can restore suppleness to the parts after we 
have found out the cause of the trouble, and what is 
the cause ? Inflammatory deposits outside the joints 
and synovial sheaths, in the muscles, and a general 
atrophy of the muscles which preside over the various 
movements of the wrist and hand. We shall try to 
remove as many of these deposits as possible, and to 
that end will have to employ means to bring about 
absorption of the inflammatory effusions within and 
around the various tissues of the joint. To increase 
the force of the atrophied muscles, we shall have to 
stimulate the local circulation of the parts by hot or 
-cold douches. You know heat or cold will cause the 
tissues to flush up, causing a local hyperaemia. It is 
just in such a case as this that massage should be 
employed, and I have no doubt it will accomplish a 
perfect cure. 

Hence, by exposing the patient's hands to the action 
of hot water for fifteen minutes, and by employing 
methodical and careful massage, including massage of 
the fingers, hands, wrist and forearm, following this 
up by faradic stimulation and active movements of 
the patient, we shall do away with the two chief causes 
of her present disability, inflammatory deposits 
-and atrophy of the muscles. 
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WHAT IS A "lELON?" 



By Herbert L. Burrbll, M.D., 

Assistant Visiting Surgsan, Boston City Hospital ; Instructor 
in Clinical Bwrgery, Harvard Uniwrsity. 



I feel sure that most practitioners distinguish 
various affections of the fingers ; and in this paper I 
shall place before you a classification that I have used 
in my work, which has enabled me to meet these 
cases with a greater sense of accuracy. It is an 
anatomical classification, and is as follows : 

,(1) Dermatitis. 

(2) Paronychia. 

(3) Cellulitis of the finger. 

(4) Suppurative thecitis. 

(5) Periosteitis, or osteitis of the phalanges. 

I believe that it will be granted by all that it will 
be of value to differentiate these several affections, 
and, as a matter of fact, I have found it possible to 
do so in my clinical work. 

I. DERMATITIS. 

In a dermatitis we have a clinical history somewhat 
as follows : Usually the starting-point is some slight 
abrasion of the cuticle covering the end of the finger, 
and from this point there starts a reddened area with 
slight elevation of the skin, with a stinging, smarting 
pain, which is not intense enough to prevent sleep. 
The finger when held dependent is more painful than 
when supported. This red, slightly elevated area in- 
volves both the epidermis and the derma. Vesicles 
form from point to point, these become pustules, and 
the dermal inflammation which extends is temporarily 
checked at the different flexures of the fingers until 
it involves the whole finger, and occasionally spreads 
on to the palm or dorsum of the hand. Copper 
workers, zinc workers and paper-box workmen are 
particularly apt to have this trouble. It is purely a 
local affection, and is self -limited when the cause is 
removed. Its treatment may be carried out by the 
application of any one of the astringent lotions like 
liq. plumb, subacet., or, what is preferable, a 1-20000 
solution of corrosive sublimate. This, in the course 
of forty-eight to sixty hours, will check the dermal 
inflammation, as a rule, and then exfoliation of the 
skin of the flnger will occur. 

II. PARONYCHIA. 

This is a form of inflammation which occurs in the 
structures lying at the root of a nail, and it may ap- 
pear when any crack has occurred in the skin over- 
lying the luna of the nail. Usually a smarting, sting- 
ing, or throbbing pain exists for a few hours, definitely 



Digitized by 



Google 



98 



The International Joubnal of Subgery. 



lociilized in a tender, reddened area at the point of 
infection ; for I believe that usually this is the result 
of inoculation. (House-surgeons used to be particu- 
larly liable to this affection, but of late years have had 
less trouble). At the end of one or two days there is 
usually a small area of pus, and at this time by appro- 
priate surgical interference a great deal of trouble can 
be averted. If, on the other hand, this is neglected 
the pus is retained by the tense band of the union of 
the derma at this point, and passes downward to the 
matrix of the nail, and then begins to burrow beneatli 
the nail. This occurs at the end of four or five days, 
until finally the matrix of the nail is completely under- 
mined, and the nail is thrown off at the end of several 
weeks or months. This process may stop and th^ pus 
be discharged from beneath the skin covering the luna 
of the nail, in which case the nail is not lost. When, 
however, the process passes dovrn beneath the nail the 
pus continues to discharge, at times changing to a thin, 
straw-colored fluid, the skin at the root of the nail be- 
comes a livid white, is sodden and saturated with pur- 
ulent material, until relief is afforded by allowing a 
free exit for the retained fluids. 

The early treatment of this affection is very simple. 
The part of the skin overlying the luna should be 
thoroughly divided, so that pus is evacuated. It may 
be necessary to use primary anassthesia or cocaine. 
Then a moist, hot antiseptic dressing * should be ap- 
plied and changed once in four hours, and usually at 
the end of twenty-four to forty-eight hours wrinkling 
of the skin, subsidence of reddening and pain having 
occurred, the process is checked. After this a dry 
dressing, like aristol, can be used to advantage ;. but 
if there is any recurrence of active inflammation, a 
moist, hot, antiseptic dressing should again be used. 

Not infrequently this simple treatment is futile, for 
as soon as the moist, hot, antiseptic dressing is resumed 
the soft parts at the root of the nail become actively 
inflamed again, and when this occurs one may abandon 
an antiseptic dressing, and attach the free end of a 
narrow strip of adhesive plaster (three-eighths to half 
an inch wide and four-fifths of an inch long) to the 
side of the finger, and wrap it around the finger in a 
spiral. This attachment of plaster draws away the 
skin from the nail, and into the sulcus nitrate of lead 
may be dusted. This '^ drys " up the discharge, and 
is of assistance in checking an obstinate inflammation 
at the root of a nail. 

When the pus has passed down beneath the nail, or 
the end of the finger has become sodden and club- 

* This should oonsist of clean gauze or absorbent cotton wrung out 
in a solution of 1-2000 of corrosive sublimate ; should be generous, 
that by its extent and bulk it may macerate all the surrounding 
parts ; and it should be enveloped in some form of " protective,** as oil 
muslin, macintosh or oiled paper, that the heat and moisture may be 
retained. 



shaped from the retained purulent material, the nail 
should be removed, care being taken to remove the 
lateral expansions at the root of the nail ; this allows 
a free exit of the pus, and the use of any antiseptic 
dressing will quickly put the finger on the road to 
recovery. Nails grow in from four to six jnonths. 

III. CELLULITIS OP THE FIXGER. 

. In the clinical history of this affection there is usu- 
ally a story of a contusion or a direct inoculation by 
a ]»in or needle, and then within twelve or twenty- 
four hours there begins a throbbing pain distinctly 
localized at one point on the palmar surface of the 
finger. This gradually becomes reddened, slightly 
dusky, and the whole finger end becomes tense from 
the swelling. The throbbing pain continues, but is 
rarely sufficient to keep the patient awake the first, or 
even the second night. By the third night the pain 
is usually so intense that the patient will haye simply 
'* cat-naps." Usually before this a poultice has been 
applied, and the pus has more or less localized itself 
at some point on. the extremity of the finger. 

The treatment is simple, not imperative. It re- 
quires a limited incision into the pulp of the finger ; 
a thorough evacuation of the pus ; and the applica- 
tion of a moist, hot, antiseptic dressing. 

Even if an incision is not made in the finger, after 
a proper amount of poulticing the pus will evacuate 
itself, and, although, possibly an unpleasant scarwill 
be left on the finger no permanent impairment of the 
finger tip will occur ; so that the prognosis of this 
affection is good. 

IV. SUPPURATIVE THECITIS. 

This affection may be due either to direct inocula- 
tion by a needle or pin ; severe bruising of the soft 
parts overlying the tendons ; or a long-continued use 
of the flexor tendons in a patient unaccustomed to 
their use ; for instance, stone-masons who have been 
out of work for a time, and who on returning to 
their work have to handle rough stones which they 
have grown unaccustomed to, occasionally start up a 
serious suppurative thecitis which involves the fingers 
and palm of the hand. 

The clinical history is a follows : A pulsating, 
throbbing pain referred to the whole finger is one of 
the first symptoms noticed. It comes often before 
much swelling occurs in the finger, and certainly 
before redness makes its appearance. This throb- 
bing pain is severe, but for the first twenty-four hours 
does not keep the patient awake. With intelligent 
patients I have found that they could aefine accu- 
rately the limits of the suppurative process in the 
sheath of the tendon. Pressure laterally on the 
finger is painless, while pressure on the tendon is 
very painful. 
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The spread of the inflammation up the course of 
the tendon is delayed at the flexures of the fingers, 
and starting, for instance, in the middle finger in the 
second joint, it is usually forty-eight hours before 
the thecitis has spread to the palm of the hand. 
The finger is flexed on itself in order to render it less 
tense, and by the end of the third day the wliole 
finger is involved in the process, and usually relief to 
the severe throbbing pain occurs suddenly by the 
bursting of the slicath of the tendon, and thus direct 
; infection of the surrounding cellular parts occurs. 
I If no relief is afforded by surgical measures the 
: whole finger is soon involved. It becomes tensely 
. swollen j a livid red, exquisitely sensitive; the entire 
finger assumes the shape of a sausage ; the joints are 
involved in the suppurative process ; the sheath of 
the tendon becomes loaded with pus, and utter des- 
truction of the finger is the result. 

If the pus confines itself alone to the finger it will 
be most fortunate, but usually the inflammatory pro- 
cess extends upwards along the course of the tendons 
into the palm of the hand, beneath the annular liga- 
ment and into the forearm ; until the palmar fascia is 
I tensely distended, and the forearm and arm filled with 
I channels of pus. When it reaches this stage often the 
patient succumbs to the absorption of purulent mate- 
rial, or at best escapes with a hand and forearm crip- 
I pled by the permanent gluing down of the muscles 
and tendons. 
The treatment of this affection differs so widely 
' from the two preceding ones that it is on this account 
I that I speak so strongly in reference to a division of 
I the diseases known and classed under the head of 
: felon. The earliest surgical interference under ether, 
with careful antisepsis, will save the finger and the 
usefulness of the hand. 

Any patient who has an early clinical history of 

thecitis, I should advise to take ether and have a 

careful incision made down to the sheath of the 

tendon, which if found distended can be thoroughly 

opened, and if necessary further openings can be 

made at other points in the course of the tendon and 

the pus allowed to escape. Then the surface should 

be thoroughly cleansed with an active germicide, 

1-2000 corrosive sublimate, and the finger and hand 

immersed in a hot, moist, antiseptic dressing. Im- 

I mobilization of the fingers, hand and arm are 

I imperative ; for under these circumstances the slight- 

I est motion of the flexor tendon may inoculate a fresh 

I surface in the tendon sheath. 

I If, on the other hand, after making an incision 

i down to the flexor tendon, at the end of twelve or 

eighteen hours we have no distention of the sheath of 

the tendon, useless or indiscriminate- cuts, which I 

regret to say are not infrequently made into the 



palmar surface of the finger, may be avoided. I have 
notes of four cases where I believe a simple cellulitis 
of the finger was converted into a suppurative thecitis 
by an incision made ''down to the bone." In one 
instance the patient's life wassachticed ; in the other 
the pus extended into the deeper structures of the 
forearm, and permanently impaired the usefulness of 
the arm and hand. 

The treatment of these cases, when the pus has in- 
volved the palm of the hand and forearm, should be 
by free incisions into all the available parts. These 
various incisions can be enlarged by Bigelow's dilator, 
which is like a glove stretcher, and drainage-tubes 
should be placed conne'cting the vai*ious openings. 
The hand and arm should then be treated with a hot, 
moist, antiseptic dressing, changed frequently, or by 
a continuous antiseptic bath, which is a very useful 
measure in the severer cases. Amputation of the arm 
is exceptionally called for. 

The prognosis of this affection, if seen early and 
treated promptly and surgically, is good. A certain 
amount of stiffness of the finger, the sheath of which 
has been opened, will remain for a limited period of 
time; but massage, and a constant use of the hand 
after healing, will at the end of a few months nearly 
restore the finger to usefulness. Where, however, the 
pus has extended into the palm of the hand, and 
especially when it has involved the wrist and the 
deeper structures of the forearm, a most guarded 
prognosis must be given, not alone as regards the use 
of the arm, hand and finger, but as to life itself. 

v. PERI08TEITI8, OR OSTEITIS OF THE PHALANGES. 

The clinical history of a i)eriosteitis or osteitis of 
the phalanx is different from the preceding histories. 
As the result of some contusion, or occasionally by 
direct infection, we have, usually beginning in the 
evening, a severe pain definitely localized at some one 
point on the extremity of the last phalanx. This pain 
is so intense that sleep is out of the question. The 
finger may be slightly tense and parhaps glistening, 
but any marked degree of swelling has not occurred. 
The pain is so intense that the patient walks the 
floor, holding the hand and writhing with pain. 
This continues at varying intervals for from twenty- 
four to forty-eight and up to sixty hours, when the 
pain diminishes, the finger becomes more swollen and 
distended, and of a livid red color. This relief to 
pain is due to the bursting of the periosteum, and 
letting out of the pus into the surrounding parts; 
then we have added to the osteitis or peri osteitis a 
cellulitis of the soft parts of the finger. 

When the pain has persisted longer than three or 
four days, or lias not been relieved by a free incision, 
I have inferred that there was an inflammation of the 
bone itself. Blebs then form, on the tip of the finger, 
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antil finally pns is discharged, and the finger is con- 
verted into a rounded nub of a livid red color, and 
finally, at the end of from eight to twelve weeks, there 
is cast off the sequestrum of the necrosed bone. The 
mischief to the bone in these cases is done very 
quickly ; for it is a form of jugulation of the phalanx 
that occurs from the pus collecting beneath the sheath 
of the periosteum. 

After the sequestrum has been cast off, at intervals 
varying from four to eight months, the finger heals, 
leaving a misshapen extremity, a distorted, curved 
nail, and a permanently impaired finger-tip. 

The treatment of this affection is one requiring the 
promptest surgical interference. In seven instances I 
have made a direct incision into a finger within twelve 
hours of the beginning of the pain, and in each in- 
stance found a small area of pus. Here, in each case, 
the incision was carried directly down and through 
the periosteum. In two instances there was not 
complete relief to pain for two or three days. My 
belief is that in these cases the original trouble started 
in the osseous structure of the finger. If the incision 
is made early and thoroughly, we can frequently save 
the bone from becoming necrosed ; but at the end of 
forty-eight hours I have found the bone irremediably 
damaged ; and if a patient comes to me with a peri- 
osteitis or osteitis at the end of four or five days, I 
always warn them that the bone has been destroyed by 
the infiammatory process. This is an important 
point, for the patient often thinks that the surgical 
interference is the cause of the loss of the phalanx. 

In those cases which come at the end of four or five 
days with the finger tensely swollen and filled with 
pus, a free incision hastens the recovery of the parts. 
In two instances I have removed tlie phalanx at this 
time endeavoring to save the periosteum, and in both 
instances have had a reproduction of a certain propor- 
tion of the phalanx. 

Where a patient applies for relief at the end of sev- 
eral weeks, with the finger swollen, livid and distended 
with pus, which has opened at various places about 
the end of the finger, on introducing a probe one can 
feel the bare bone, and an operation is necessary for 
its removal. A certain amount of shaping can be 
accomplished by adjusting a finger splint to the 
dorsixm of the finger to retain the general shape of 
the plialanx, and in one instance I was enabled to 
produce a more sightly tip of the finger in this way. 

Prom the foregoing it will be seen that the progno- 
sis is very grave as regards the fate of the phalanx 
unless an early operative interference is made. If, on 
the other hand, the periosteum is opened thoroughly 
at an early hour the finger-tip may be saved. 

It is, perhaps, unnecessary to say that in attempting 
to classify these various affections I may have failed 



in making the definitions distinct ; nevertheless, in 
actual practice the above classification has been of 
practical use to me. That these various affections 
run one into the other is equally true, and that at 
times it is impossible to make a clear distinction is 
true ; but if by writing this paper I can throw any 
light on a more accurate understanding of the subject 
of felons my object will have been accomplished. 

It has not been uncommon for me to meet cases 
which have been ignorantly treated. To make an 
incision down through the periosteum in a case of 
dermatitis is worse than useless ; on the other hand, 
to fail to make an incision in a case of periosteitis or 
osteitis of the terminal phalanx at the earliest mo- 
ment that the case comes to one is criminal negl igence. 

I have purposely omitted many little details of 
treatment in order to emphasize the importance of 
this differentiation of the various diseases which are 
known under the generic term of felon, and as a re- 
sult of my personal experience I would suggest the 
following conclusions : 

(1) That the term " felon " be abolished. 

•(2) That an anatomical classification of the infiam- 
matory affections of the finger be adopted. 

(3) That in all cases of periosteitis or osteitis of 
the phalanx an immediate incision is imperative. 

(4) That in cases of suppurative thecitis an anaes- 
thetic should be administered, and a careful incision 
made into the anatomical structures which are in- 
volved in the pathological process. — Boston Medic, 
and Surgic, Jour., No. 5, 1892. 



TEEATMEJSTT OF UEHJAEY ABSCESSES. 



By Dr. Horteloup. 



This name is employed to designate abscesses that 
are formed around the urethral canal between the 
median aponeurosis and the origin of the scrotum. 
They are due to the entrance of the urine into the 
surrounding cellular tissue, this resulting from a 
stricture usually situated in the bulbous region. The 
pressure of the urine behind the stricture produces a 
tear of the mucous membrane through which the 
fluid penetrates slowly and in an intermittent way, 
giving rise not to an infiltration, but to a regular 
abscess. 

Voillemier describes two varieties of abscesses, the 
acute and the chronic. The evolution of the acute 
variety takes place in a few days ; it begins as a hard, 
round tumor, which spreads rapfdly toward the scro- 
tum and the anus. Fluctuation is detected easily, 
and when opened, the mass appears as an extensive 
phlegmonous focus, at the bottom of which is found 
the urinary channel. The chronic abscess runs a 
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glower course. On palpation it feels like a hard^ 
fibrous tumor surrounding the urethra. After a 
time it becomes painful and may open spontaneously. 
The result of both forms of abscess is almost the 
same— a urinary fistula. The surgeon, to reach the 
purulent focus, is often obliged to cut through a con- 
siderable thickness of indurated tissue which is not 
yet ready to break down. 

The acute abscess should be opened in the classical 
way, well drained and washed antiseptically. The 
chronic abscess can be opened, but the drainage is 
more difficult on account of the fibrous condition of 
the tissues, and a cure is obtained with difficulty. 
The stricture must not be attended to until the 
wound is granulating. Gradual dilatation or internal 
urethrotomy will rarely bring perfect cure, as the 
fibrous formations will not disappear under any kind 
of treatment. Therefore, a more radical operation is 
necessary — the complete excision of the purulent mass. 
The operation is performed in the following 
manner : An assistant holds up the scrotum after a 
straight catheter has been passed down to the strict- 
ure. Two incisions are then made convex externally 
from the upper part of the abscess, and joined at a 
point about one centimeter from the anus. These 
incisions are directed inward towards the deep parts 
and come together in the median line near the 
urinary canal, including between them an areft like a 
segment of an orange. The finger is then inserted 
to explore all the indurations, which are separated 
with the bistoury or scissors. The urethra appears at 
the bottom of the wound like a large injected artery. 
The latter is then explored carefully, and the nature 
of the lesion will decide whether the surgeon should 
perform internal or external urethrotomy, total or 
partial resection. Before proceeding further, a red 
gum catheter (No. 18 to 20) is introduced through 
the meatus. When it reaches the field of operation, 
it is drawn upon sufficiently so as to be given the 
proper curve, and by means of a large stylet intro- 
duced into the eye it is pushed into the bladder. 

The surgeon must not fear to make a large incision. 
As the tissues of the perineum are very pliable, the 
edges of the wound are easily brought together by 
means of deep silk sutures and superficial catgut 
sutures. For the deep suture a curved needle is used; 
it is introduced one and one-half centimeters from the 
edge of the wound and brought out at the bottom, 
80 that when it reaches the opposite side, it passes 
ahout one centimeter in front of the sound. By so 
doing there will be no pressure on the sound. A 
sufficient number of like sutures are made to approxi- 
mate the upper four-fifths, leaving at the inferior end 
a channel for the discharge of the urine. The lips 
of the wound are then approximated by catgut su- 



tures. A piece of iodoform gauze is introduced by 
the opening left at the inferior extremity, and & 
dressing of absorbent cotton placed around the penis 
and over the scrotum and perineum. Firm compres- 
sion is maintained, which facilitates the union of 
the wound and relieves the engorgment of the tissues. 
The patient is placed in bed with a pillow under his 
legs, his knees being tied together with a towel. 

Every two hours the bladder is emptied and wash- 
ed with boric acid solution. The iodoform gauze is 
removed and a lighter dressing substituted. On the 
fourth day the sound is withdrawn and the urethra 
washed out through the meatus, the irrigation being 
repeated twice daily. At first the patient passes his 
water only through the inferior extremity of the 
wound, a canal being formed that somewhat resem- 
bles the urethral canal of females. The dressing 
consists of small pieces of cotton retained by a T 
bandage, which is removed when moist. On the fifth 
or sixth day, the deep sutures are removed, and the 
introduction of Benique bougies commenced. This 
is rather a delicate operation, especially after complete 
resection of the urethra. The catgut sutures are 
taken out on the tenth day — Union Medicals. 



THE TEEATMBNT OF PENETEATIH& WOUNDS OF 
THE ABDOMEN. 



Dr. Berger recently reported before the Paris Sur- 
gical Society a case of penetrating wound of the 
stomach, in which recovery ensued without surgical 
intervention. On the ground of this observation 
and others which he has made he was led to adopt the 
following rule in these cases : If the surgeon is call- 
ed immediately after the accident, and there are 
obvious signs of a penetrating wound, laparotomy 
should be performed. On the other hand, if he is 
not consulted until twelve or fifteen hours have 
elapsed, it is better to abstain from active interference 
in the absence of symptoms, for at that time the pa- 
tient^s chances of recovery are not increased by lap- 
arotomy. M. Berger recently observed the following 
case: A young man, nineteen years of age, received 
a pistol shot in the epigastric region. On the following 
day, sixteen hours after the injury, he was called and 
found a circular wound extending two fingers* breadth 
beyond the umbilicus and a little to the left side; 
around it there existed a swelling which could be 
made out by palpation. The general condition of 
the patient was satisfactory ; there was no fever nor 
reaction of any kind, and for this reason it was de- 
cided to abstain from surgical intervention, although 
the fact that the patient had vomited bloody matter 
of a chocolate hue after the accident, clearly demon- 
strated the presence of a perforating wound of the 
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stomach. Perfect rest, opiates and abstinence from 
food were prescribed for four days ; after that time a 
return to the ordinary diet was gradually made. The 
patient had completely recovered on the fifteenth 
day. 

In two other cases of pistol shot wounds of the 
stomach a cure was also obtained without operation. 
Two cases of penetrating wounds of the large intestines 
were observed by Berger. The one was a stab wound 
of the transverse colon ; the other a pistol shot 
wound of the caecum. Both recovered, the former 
after intestinal suture, the latter without intervention. 
Six cases of wounds of the small intestine (one in- 
flicted by a knife and five by a pistol shot) gave a 
mortality of five deaths. These figures clearly show 
that pistol shot wounds of the large intestines and 
stomach are much less serious than those of the small 
intestines. 

M. Verneuil thinks that we should not only take 
in consideration the situation of the intestinal wound, 
but also the character of the contents of the injured 
organ — for this is the chief factor as regards the 
severity of wounds of the abdomen, as has been 
demonstrated by bacteriology. He records the follow- 
ing cases : A boy, six years old, sustained a penetra- 
ting wound of the abdomen from a small calibre 
bullet and died thirty-three hours later in profound 
coma. The wound was situated between the umbili- 
cus and bladder, and the bullet had traversed the 
large intestine at a number of places. The second 
case was that of a waiter who was stabbed in the 
abdomen, the knife penetrating for a distance of 
about 15 centimeters. Verneuil was called in twenty 
minutes later, and found a protrusion of the small 
intestine through the wound — the protruding loop 
being perforated at one place. He established an 
artificial anus at the level of the intestinal perfora- 
tion without enlarging the abdominal wound. The 
patient became moribund after this trivial operation 
and suffered from pronounced shock ; twenty -four 
hours later there was marked tympanites of the abdo- 
men, without rise of temperature, and death ensued. 
The autopsy showed a large quantity of blood in the 
abdomen, and a wound of the caecum; the hemor- 
rhage probably came from a vessel of the caecum. 

M. Eeclus reported a number of cases last July, in 
which perforating wounds of the abdomen terminated 
in recovery. Dr. Levassor has observed four such 
cases. Eeclus has investigated the toxidity of the 
various fluids contained in the alimentary canal. It 
was found that the contents of the stomach when in- 
jected into he peritoneal cavity became encysted, 
while those derived from the small intestine, when 
injected, always gave rise to trouble. After a wound 
of the intestine the opening is sometimes occluded by 



a plug of mucus, and this form of spontaneous occlu- 
sion is of great importance. Shock docs not, in his 
opinion, contraindicate surgical iptervention, the 
more so as it often depends upon hemorrhage. Pro- 
truding loops of intestines should be replaced in the 
abdomen, after being carefully disinfected with water 
of a temperature of 55^ C. If hemorrhage was pres- 
ent he would operate at once, otherwise he would 
abstain from surgical procedures. 

M. Eoutier reports a case of gunshot wound of the 
abdomen, in which he performed laparotomy, the 
patient being fourteen years of age. The operation 
was made eight hours after the accident. A wound 
of the anterior wall of the stomach was found which 
was sutured. It was evident, also, that there was a 
wound of the intestine, owing to the presence of 
faecal matter in the abdominal cavity, but this could 
not be discovered. The patient died a few hours 
after the operation, and the autopsy revealed another 
wound of the stomach and several perforations of the 
small intestine. 

M. Peyrot has recently put on record the case of a 
young man, aged If), who was shot in the abdomen 
with a Flaubert rifle. There was a lacerated wound 
to the left side of the umbilicus. A few hours after 
the accident, the temperature rose to 38.8^ C, and 
the pulse rate to 134, but these symptoms disap- 
peared without operative interference. On the eighth 
day, however, they recurred, and at the same time a 
swelling made its appearance in the iliac fossa. The 
abdomen was opened and a general peritonitis was 
found, which terminated fatally. — Scalpel. U Union 
Medicals du Canada, 



A HEW TBEATMENT OF AOUTE GOKOBBHCEA 



By C. E. Cotes, F. R. C. S. 



Not feeling at all satisfied witli the results of the 
various treatments of acute gonorrhoea usually 
adopted, I devised the following method. The patient 
is first made to micturate and thus remove the dis- 
charge from the urethra as far as possible. The 
endoscopic tube, warmed and oiled, is then passed 
into the urethra, the patient lying on a couch. As 
a rule the passage of the instrument gives rise to but 
slight pain, but occasionally in sensitive patients, or 
where inflammation is very acute, a ten per cent, 
solution of cocaine previously injected up the urethra 
will be found useful. The urethra is then thoroughly 
mopped with dry cotton wool fixed in a stilet and 
examined by the electric light. The exact limit of the 
inflammation can then be clearly seen. It is, as a rule, 
quite five inches from the meatus ; it may be four 
inches even so early as the third day of the disease. 
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The implicated surface is at once to be recognized by 
its swollen, bright red appearance, as contrasted with 
the rosy color of the healthy urethra. Occasionally 
distended vessels can be seen coursing over the in- 
flamed surface. It is important not to pass the endo- 
scope tube needlessly far beyond the posterior limit 
of inflammation, which is usuidly sharply defined. 
The diseased membrane should now be carefully re- 
mopped with dry cotton wool, so as to remove every 
Testige of secretion and have a perfectly clean surface. 
A mop of cotton wool on a stilet, and charged with a 
solution of silver nitrate (ten grains to the ounce of 
water), should then be passed down the endoscopic 
tube and thrust through its distal aperture. The tube 
4ind the mop are then withdrawn simultaneously, 
fi)' this means the walls of the urethra contract upon 
the mop and are thoroughly moistened by the solution. 
For the two inches of the urethra, near the meatus a 
fresh mop is used, so as to completely saturate this 
portion of the passage, in which the disease commen- 
ces, and where also the inflammation is most intense. 
The patient will always complain of slight burning 
pam for a few minutes ; but this gradually passes off, 
and in ten minutes or so he feels quite comfortable. 
He is recommended to take a hot bath at night, and 
to remain quiet, in bed if possible, the following day. 
The diet is regulated as usual. A salme purge, with 
an alkaline or copaiba mixture, is given internally, 
ami the patient is instructed to use a mild cleansing 
injection, such as Condy's fluid (one drachm to the 
pint). But it should not be left to his unaided 
discretion to accomplish this task for himself. There 
is art even in such a slight proceeding as the admin^^ 
istration of an injection. The injection is required 
to clean the diseased passage, not to distend the canal 
Tiolently throughout its whole length. A glass syringe 
with a bulbous nozzle holding only two drachms is 
used. The patient, having micturated, should fill 
this syringe with hot water, and, removing any air 
that remains, insert the nozzle between the lips of 
the meatus, keeping it on the floor of the urethra and 
pressing the lips from side to side on to the nozzle. 
He now carefully empties the syringe up the urethra. 
As the meatus is a vertical slit, if he presses the lips 
on to the nozzle veriically, tlie aperture will gape, and 
so the injection will escape by the side of the nozzle 
and not pass up the canal. Hence the importance of 
lateral pressure. This warm water is simply intended 
to clean out the passage. Now he takes the medicated 
injection and uses it in a similiar manner, only this 
time he removes the syringe, but keeps the injection 
up the urethra, quite half a minute by pressing 
tightly the lips of the meatus. As regards the fre- 
quency of injection, the oftener the better. I always 
recommend it quit^ six times a day, but not the last 



thing at night-time, as the distention of the canal 
which may result predisposes to chordee. I use only 
a two-drachm syringe, for after many experiments 
I have proved that this amount of fluid, when injected 
into the urethra, after death, distends the canal com- 
pletely for rather more than four inches. If this 
amount be injected into an inflamed and thickened 
urethra, not to mention its tendency to spasm, more 
of the urethra must be distended, and this is not only 
unnecessary, but for manifest reasons unadvisable. 

Forty-two cases of acute gonorrhoea have now been 
treated by me in this manner. With two exceptions 
the condition had existed in every case for many days, 
and in several instances was associated with severe 
chordee. The average time taken before these pa- 
tients were quite well was a little under twelve days. 
Early cases are more amenable to treatment than those 
which have been established for some time. Two of 
the forty-two cases attended to were of two days' 
standing only. In each the inflammation was intense, 
and had extended backwards about four inches. The 
urethra was lined with thick purulent discharge, 
clinging to the walls and so diflBcult to remove that it 
certainly would not have been washed away by any 
injection. The discharges were well mopped away 
and the patients treated in accordance with the 
method described. The result was in each case a 
complete cure in Ave days, without a single annoying 
or bad symptom. Cured cases have been examined 
with the endoscope, and a perfectly healthy and 
normal urethra was invariably found. The immedi- 
ate effect of the treatment is to produce a fairly free 
purulent discharge during the first twenty-four to 
forty-eight hours. The pus is thick, and often stringy 
and tenacious. The discharge rapidly diminishes in 
amount after this time, often being quite slight in 
four or five days. It is watery in appearance, and 
usually disappears entirely in seven or ten days. 
From the time the treatment is adopted the patient 
is quite free from scalding or micturition, and should 
he have suffered from chordee, the dilatation of the 
urethra which the treatment entails diminishes, and 
often abolishes that terrible complication. 

There are two classes of cases which cannot be 
treated successfully by this method : namely those in 
whicn the meatus is abnormally small, so that the 
passage of the endoscope is impossible ; and those in 
which the disease has extended so far back that it is 
out of reach of the application. The strength of the 
solution of nitrate of silver may be modified as ex- 
perience dictates, and the question of a second appli- 
cation will sometimes arise. In none of the forty-two 
cases has this been found necessary. 

The main points of the treatment are : 1. The 
treatment rests in the hands of the surgeon instead 
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of being left to the patient. 2. The urethra can be 
thoroughly cleansed, 80 that there is no doubt that 
the remedy is applied directly to the affected mucous 
membrane. Examination of the urethra by the en- 
doscope immediately after micturition and injection 
almost always shows that there is still a thick coagu- 
lated discharge adherent to the walls, indicating the 
mechanical difficulty an injection would have had in 
acting directly on the mucous membrane. 3. The 
exact extent of the inflammation can be seen, and the 
remedy applied to its extreme posterior boundary. 
4. The remedy is applied to the urethral walls when 
they are distended and stretched by the endoscopic 
tube, so that all furrows are obliterated. 5. Stronger 
applications can be used with safety, because the 
remedy is no longer applied blindly or by unskilled 
hands. 6. There is no fear of the application carry- 
ing the infected material to the distal part of the 
urethra, and thus giving rise to complications. — 
Lancet, Feb. 27, 1892. 



EEMAEKB ON THE OPEEATION OF EXCISION OF THE 
BBEAST. 



By a. Pbarcb Gould, M. S. 



1. The Incision. — Some difference of opinion exists 
as to the best direction for the elliptical incision 
which is almost invariably employed. In a clinical 
lecture published in the Lancet of May 9, 1891, 
Mr. Christopher Heath discusses this matter from 
the point of view of the more or less perfect drainage 
of the wound which can be obtained. Another point 
considered to be of importance is the ease with which 
the incision can be prolonged into the axilla for re- 
moval of infected glands. I would submit that 
neither of these considerations need have weight 
with the surgeon. There is no wound which is more 
easily and uniformly treated without resort to any 
means of drainage than that left after removal of the 
breast and axillary glands. It is sometimes con- 
venient to prolong the incision into the axilla, but it 
is never necessary to do so, for it is quite easy to clear 
out the axilla complete through the wound made 
for removal of the mamma. Two considerations 
only should guide the surgeon in planning his in- 
cisions — one paramount, the other of secondary 
importance. The first is complete removal of the 
nipple and the skin over tlie tumor when it is 
malignant ; the second is to have the cicatrix parallel 
to the fibres of the pectoralis major. In most cases 
these two objects are best attained by the same in- 
cision — one enclosing an ellipse of skin parallel with 
the anterior fold of the axilla when the arm is at 
a right angle with the trunk. 



2. The Axillary Olatids.—Wlien the mamma is 
not the seat of a malignant growth, of course the 
surgeon will not invade the axilla, and even when 
the disease is sarcoma, the axillary glands should not 
be removed unless obviously diseased. During the 
last year I operated upon two patients with sarcoma 
of the breast, in whom secondary growths occurred 
in the axillary glands. But in cases of carcinoma of 
the mamma I am strongly of the opinion that it is 
the surgeon's duty, as a matter of routine, to remove 
all the axillary glands in their packing of fat. 
Where the glands are obviously diseased all surgeons 
are agreed that they should be removed, and differ- 
ence of opinion only arises in the cases where no en- 
largement of the glands can be detected. It is 
assumed that in such cases no glandular disease 
exists, and it is asserted that the removal of the 
glands is an unnecessary extension of the operation 
and an additional danger. But the assumption is 
not well founded ; for it is only when careful exami- 
nation of the glands after removal has shown them 
to be free from cancerous infiltration that we can be 
sure that they are not infected, and then it must be 
remembered that it is just in these cases that the 
axillary glands can be removed with practically per- 
fect safety. There is no adhesion to vessels, muscles 
or bone to render the operation hazardous. It is 
best to remove the axillary glands and fat in one 
mass, first separating it from the pectoral muscles, 
then from the serratus magnus, then from the 
subscapularis, and lastly from the vessels on the 
outer side. The fat should be removed quite up to 
the clavicle, as the chain of glands extends np to 
that bone. A raspatory is the best instrument to 
use when anything more than the finger is needed. 
The intercosto-humeral nerve should be preserved, 
and this can be easily done in all cases where the 
glandular infiltration is limited. 

3. Arrest of Hemorrhage, — The most convenient 
plan is to pick up with pressure forceps any spurting 
arteries as they are cut, and then, when the breast is 
detached from the pectoral muscle, to carefully 
search for any smaller bleeding points and treat them 
in the same way. Then proceed with the clearance 
of the axilla and if any artery is divided, seize it also 
with forceps. Now remove the forceps in the order in 
which they were put on, taking great care not to open 
up the compressed ends of the arteries. Occasionally 
one or more arteries will require to be twisted — a 
ligature is never necessary. Sponges should be used 
only to dry the wound, and should never be rubbed 
over it ; the less they are used the better. No bleed- 
ing point, however small, should be neglected. 

4. Irrigation, — The wound should be thoroughly 
flushed with a solution of bichloride of mercury 
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(1 in 2000), after the hemorrhage has been arrested. 
I generally use four or five quarts of the solu- 
tion, and find it a good plan to flush the wound with 
it just before fastening the last suture. Care must 
be taken to express all the fluid, and if this is done 
there ia no fear of corrosive sublimate poisoning. 
Besides its action as an antiseptic, this solution is a 
valuable astringent, and greatly diminishes the sub- 
sequent serous exudation, and in this respect is far 
superior to carbolic acid solution. 

5. Suture and Drainage, — I have obtained the 
best results with a continuous suture of the best 
diromicized catgut introduced at intervals of half an 
mch, and each loop caught up — the button hole 
stitch. A drainage tube should not be employed. 

6. Tlie Dressing. — The dressing should fulflU two 
conditions. It ought to be aseptic, and it should 
secure exact apposition of the wound surfaces with- 
out any movement, until primary adhesion has taken 
place. The rounded, firm, and yet elastic chest wall 
is admirably adapted for a surface of counter-pressure. 
Immediately over the wound I place a four-fold 
dressing of boric lint, large enough to extend about 
an inch in all directions beyond the wound surface. 
This is fixed in place by strips of strapping, cut two 
inches wide. They are fixed to the back at the level of 
the spine of the scapula, passed around the chest to the 
opposite shoulder, and put on from the lower edge of 
the dressing up to the anterior fold of the axilla. 
They are applied sufiiciently firm to keep the fiaps of 
skin well and even pressed against the thorax, and so 
prevent any bagging in the wound. Over this a 
dressing of gauze or wool is fastened on with a roller 
bandage carried round the trunk in an ascending 
figure of 8. Lastly the arm is fixed to the side, with 
the forearm lying across the trunk, the elbow bent at 
a right angle. This should be done by means of a 
sling, not by bandages. The best sling for the pur- 
pose is a common chamber towel folded in two, length- 
wise. The forearm and arm are dropped between its 
two layers, the hand being just within one end, and 
then the other end is passed round the back under 
the opposite arm, and the two ends are pinned to- 
gether and to tho underlying bandage. Additional 
pins should be placed behind the arm and above the 
forearm. In this way the arm and forearm are 
securely, evenly and comfortably fixed, and by re- 
moving two or three of the pins the outer layer of 
the sling can be turned do^n, and the hand and 
forearm washed every day, without in the least dis- 
turbing the position of the arm and the rest of the 
dressing. One special feature of this dressing is that 
there is no bandage or sling over the shoulder or 
round the neck — a most important matter for the 
patient's comfort, as the head and neck can be moved 



quite freely. A bandage passed round or over the 
neck is more than uncomfortable — it is inefficient, 
for it is sure to get loose. 

The after treatment can be dismissed in a few 
words. The first trouble to combat is the pain in 
the back, which inevitably comes on when a patient 
lies in bed with the arm fixed to the side. For the 
first twenty-four hours a firm pillow should be care- 
fully placed under the arm of the affected side so as 
to support it well ; this may be entirely successful 
in relieving pain. After the first day I like the 
patient to be raised into the sitting posture, well sup- 
ported by pillows or a bed-rest ; this at once relieves 
the pain. On the second and each successive day the 
sling should be gently turned back, and while one 
hand is placed upon the arm to keep it fixed against 
the chest, the fingers, wrist and elbow should be 
fiexed and extended, then washed, dried, powdered, 
and again fixed in the sling. This is a great refresh- 
ment to the patient, and in no way disturbs tho 
wound or the dressings over it. On the fourth or 
fifth day, if all is well, the patient may get up and 
sit on a chair. On the seventh day the dressing 
should be removed, care being taken in turning back 
the deepest part of it, not to break down the union 
of the wound edges and surfaces. As a rule, union 
will be found complete if the edges have been brought 
into exact apposition without undue tension, and if 
the dressing has been affixed with the requisite 
amount of pressure. All the stitches should be cut 
and gently removed, and the tender cicatrix should 
be protected by a dressing of a double layer of subli- 
mate gauze fixed on with collodion, and over that a 
light boric lint dressing may be fastened by a figure 
of 8 bandage round the body. The patient, if in a 
hospital, may now go home, and return in a week 
for the removal of this dressing, when, if the cicatrix 
is firm, no further treatment will be needed. — 
Lancet, Feb, 20, 1892. 



THE OPERATIVE TEEATMENT OF VOLVULUS OF THE 
SI&MOID FLEXURE. 



By Pbof. H Bbaun, Kokigsbbbg. 



The author reports three cases of volvulus of the 
sigmoid fiexure treated by surgical measures, two of 
which recovered, and presents the statistics of thirty- 
one cases operated upon by various surgeons during 
the past thirty years.- He states that the diagnosis 
of this condition is possible in a comparatively fre- 
quent number of cases, and regards the following 
points as deserving of especial consideration : 

1. The history given by the majority of these 
patients is that they have suffered for a long time 
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from sluggishness of the bowels, and sometimes from 
more or less persistent constipation, frequently diffi- 
cult to relieve and attended with distension and ten- 
derness of the abdomen. In many of these cases the 
last severe attack occurs without any apparent cause, 
sometimes after severe bodily exertion, sometimes 
aiter ingestion of indigestible substances. 

2. The age of the patients is of diagnostic signifi- 
cance, most of them being advanced in years. 
Among 50 cases of volvulus of the sigmoid flexure 
collated by the author there were only two persons 
below the age of twenty years. 

3. The sex of the patients is to be taken into con- 
sideration. According to the above statistics of 60 
oases, 40 occurred in males and only ten in females. 
These figures agree with those furnished by Lichten- 
fitern and Treves, but are opposed to those of 
Eokitansky, wliich, however, are based upon a much 
smaller number of observations. 

4. The thorough examination of the abdomen is of 
utmost importance. Frequently the markedly dis- 
tended sigmoid flexure can be wholly or in part 
mapped out by palpation. Von Wahl has especially 
called attention to the value of this symptom. 

5. Vomiting is a symptom which deserves atten- 
tion in these cases. It is present in most cases of 
intestinal occlusion and frequently becomes stercora- 
ceous. In severe and even fatal volvulus of the 
flexure it may be entirely wanting ; usually, however, 
it is present, but very rarely assumes a faeculent 
character. Sometimes it occurs at the beginning or 
toward the end of the other symptoms of obstruction 

6. Another point which may be utilized for 
diagnostic purposes, but to which attention has not 
heretofore been drawn, is the demonstration of an 
accumulation of fluid in the abdominal cavity. 
This necessarily takes place whenever portions of the 
intestine with their attached mesentery are strangu- 
lated, as the result of stasis of the blood in the vessels 
of the affected parts ; its origin is therefore entirely 
analogous to that of the fluid in a hernial sac in 
cases of strangulated hernia. This effusion of fluid 
may be so considerable in amount that it can be 
detected by palpation, as the author^s experience has 
shown. Of course, the symptom is not pathognomo- 
nic of volvulus of the sigmoid flexure ; but is conflr- 
matory of strangulation of a large section of intestine 
when taken in connection with other symptoms, and 
after the presence of ascites or peritonitis has been 
excluded, which can usually be done without diffi- 
culty. Aside from volvulus the author has observed 
this condition in a case of laparotomy for strangu- 
lation of several intestinal coils by a Meckel's 
diverticulum. 



As regards the methods of treatment in cases of 
volvulus of the sigmoid flexure, we should first at- 
tempt to overcome the torsion of the gut by injec- 
tions of water or insufflation of air. That these 
measures have a favorable effect may be assumed 
a priori, but is rendered more probable by the special 
experiments of Heiberg, which showed that tiie in- 
testines in dead bodies could be rotated on their axis 
by insufflation of air. Aside from these measures 
the taxis has been recommended by some authors, 
although little can be found in the literature as re- 
gards its method of application and results. Rendu 
advised that after introduction of a rectal tube the 
patient should be placed on his abdomen and then 
suddenly turned from the right to the left side. 
Jonathan Hutchinson suggested that after the 
patient had been profoundly anaesthetized, the ab- 
domen should be vigorously kneaded, and the intes- 
tines forced upward, downward, and toward the 
sides ; the patient should then be turned on his ab- 
domen and shaken forwards and backwards, while 
large enemata were to be given. 

As a further means of treating volvulus some 
authors have recommended puncture of the gut as a 
proceeding unattended with danger. Heiberg, on 
the ground of his experiments on the cadaver, oven 
assumes that an '* untwisting ^' of the intestine may 
result directly from the punctures. In Braun's 
opinion, this measure is admissible if the distended 
intestinal loops can be distinctly felt through the 
abdominal wall. Too much should not, however, be 
expected from this auxiliary, since he has found that 
only a small portion of the gut can be emptied in 
this manner and hence only a slight reduction in 
volume of the abdomen can be produced. Multiple 
punctures would give a better result, but the danger 
of infection of the abdominal cavity is thereby in- 
creased. Although in the majority of the cases the 
abdomen may be repeatedly punctured in the same 
individual without injury, the development of septic 
peritonitis from defective closure of the puncture 
can not be excluded with certainty. In a number of 
the cases tabulated by Braun the punctured intestine 
had to be sutured, because the openings had failed 
to close spontaneously. This is most likely to occur 
if the intestinal walls have lost their contractility. 

If these measures fail to effect a cure within a 
short time, as is frequently the case, we have to chose 
between laparotomy, with direct removal of the ob- 
struction, and enterotomy. If the diagnosis is quite 
positive and the patient is in a hospital where suffi- 
cient assistance can be secured, it will be best to 
perform laparotomy, as was done with success in two 
of the author's cases. If the diagnosis is doubtful 
and the external conditions unfavorable an artificial 
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should be established in cases where the abdomen is 
greatly distended. If during the performance of 
this operation we find evidences of firm strangulation 
of the gat laparotomy should be resorted to at once^ 
or soon after, for removal of the obstruction. These 
evidences are a bluish discoloration or gangrenous ap- 
pearance of the portion of intestine protruding into 
the abdominal wound, or the demonstration of a con- 
stricted and distended intestinal loop, or the out-flow 
of a large quantity of bloody-serous fluid. 

The question whether in volvulus of the sigmoid 
flexure, a cure can be obtained by enterotomy alone, 
cannot be settled by statistics, since in cases running 
a favorable course after this operation the diagnosis 
that a torsion has existed can never be made with 
certainty. In establishing an artificial anus it is also 
possible that the distended sigmoid may be sutured 
to the abdominal wall, as has happened m several 
instances, and then the twisted loop would be fixed 
in a still more abnormal position. This faulty 
fixation is the more likely to occur since the sigmoid 
flexure is quite frequently greatly distended, while 
the intestine above the volvulus is empty. 

In performing a laparotomy the incision in the 
linea alba is most useful, as by lateral incision any 
existing volvulus is more likely to be overlooked. 
To release the strangulation the tympanitic flexure 
should at once be drawn outside the abdomen, since, 
in consequence of its marked distension, it cannot be 
rotated into il3 normal position within the abdominal 
cavity. The withdrawal of the loop may be rendered 
difficult by the shortness of the mesentery of the de- 
scending colon or the presence of firm adhesions, 
but aside from the above reasons it is desirable as 
enabling us to observe any structural changes oi the 
gut that may be present. Grangrene occurs chiefly 
at the place where bpth segments of the flexure have 
been twisted on each other. Besides this there may 
be found linear tears of the serosa, which should be 
sutured if met with during the operation, and may 
even necessitate resection. 

If, after release of the torsion, the intestinal walls 
are found to be in a healthy state, the sigmoid flexure 
may be immediately returned to the abdominal 
cavity, a proceeding which is sometimes attended with 
great difficulties. It is frequently necessary, flrst, to 
puncture the distended and elongated flexure with a 
fine needle in order to evacuate the gas, and sometimes 
to suture these openings for the purpose of prevent- 
ing escape of liquid faecal matter. In some cases in- 
cisions may even be required, which are best made 
in the longitudinal axis of the gut on the side op- 
posite to the mesenteric attachment, and closed with 
a double suture* If the higher lying intestinal sec- 
tions are markedly distended they sometimes also 



require to be incised, although this is not likely to 
be of much value if peristalsis is much impaired. 
Senn, who regards incisions of the gut as necessary 
in all cases in order to effect reposition, advises that 
the patient be placed on the side, and then by raising 
up the intestinal coils the contents will gravitate 
toward the openings whence they are allowed to 
escape. The simplest procedure for this pur- 
pose, and one which is sufficient for the majority of 
cases, is to introduce a tube into the rectum at the 
beginning of the operation, through which the gases 
and fluid faBces are frequently evacuated immediately 
after the removal of the volvulus. If these evacua- 
tions do not occur spontaneously it may be advan- 
tageous to irrigate the gut from below. 

After reposition has been effected it is desirable to 
adopt precautions to prevent a recurrence of the 
volvulus. Cases of this kind have been reported by 
Roser, Obalinski and Nussbaum. Roser suggested 
that the mesentery be attached to the peritoneum of 
the left abdominal wall by sutures, so that the upper 
segment of the flexure which is apt to be the most 
mobile, is fixed to a sufficient extent. This sugges- 
tion has not been followed by others. In one of his 
cases Braun, after untwisting the gut, sutured the 
colon portion of the flexure over an area of six 
centimetres to the left side of the abdomen by eight 
silk sutures ; the result was favorable and this man- 
ner of fixation seemed to be more secure than attach- 
ment of the mesentery to the abdominal wall. 
Becently Senn has recommended for the same pur- 
pose that the meso-colon be shortened by establishing 
a fold parallel to the axis of the gut, but Braun 
thinks this is only practicable in exceptional cases 
In his opinion the predisposing factor to the develop- 
ment of volvulus is not, as Senn assumes, a long 
mesocolon, but in the vast majority of cases a Ismail 
mesentery which has undergone further shortening 
as the result of peritoneal inflammation. In such 
cases if we follow the suggestion of Senn and shorten 
the mesocolon, a flexion of the gut must result. 

The steps of the operation are somewhat differ- 
ent if the site of volvulus or any other point of the 
flexure is found in a gangrenous condition. If tho 
gangrene is not perfectly localized and suture of the 
part is not entirely free from risk, it is best to resect 
the entire flexure — the more so since the changes in 
the mucous membrane are often more marked than 
would appear from inspection of the outer surface of 
the gut. Extensive defects of the mucous membrane 
and dirty, grayish, fribrinous exudations are not in- 
frequently met with in cases of volvulus of the flex- 
ure where the exterior of the gut seems but little 
changed. Such lesions would certainly have healed 
with difficulty, if at all susceptible of a cure. 
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Whether after resection it is preferable to directly 
unite the ends of the gut, to establish an artificial 
anus, or to perform entero-anastomosis according to 
Senn's method, will depend upon the character of 
the intestines and the strength of the patient. The 
formation of an artificial anus is accomplished in the 
most rapid manner and makes the slightest demands 
upon the patients yitality, and should therefore be 
preferred in the majority of cases. If the toIvuIus 
cannot be removed and the intestine is still in a good 
condition entero-anastomosis rather will be indicated. 
The suggestion of Treves to puncture the intestine 
and then perform colotomy at the descending colon 
should not be adopted. 

A study of the statistics collected by the author 
shows that of 17 cases in which the volvulus was re- 
moved by operation, 6 were cured (35. 6 per cent.) 
and 11 died. In two cases where laparotomy had 
been performed and the torsion removed, a recur- 
rence of the volvulus took place, in one immediately 
after the operation and in the other four months 
later. Both patients died, one of them being sub- 
jected to a second operation. Four cases in which 
the volvulus was not discovered during operation 
terminated fatally. Of two patients on whom resec- 
tion of the sigmoid flexure was performed one died 
on the thirty-second day from perforation of a gastric 
ulcer and the other was cured with formation of an 
artificial anus. Eight cases in which enterotomy 
was done died shortly after the operation. The 
author warns us not to conclude from this statement 
that the establishment of an artificial anus in volvu- 
lus of the flexure is entirely without value. He is 
convinced, however, from a study of the results that 
many of these patients could have been saved by an 
early resort to laparotomy or resection of the flexure 
— Archivfur Klinische Chirurgie, Bd. xliii. Eft, 1. 

DIVESTIOULA OF THE OESOPHA&US. 



By Prof. E. von Bergmann. 



The term, diverticula, should be applied only to 
those dilatations of the oesophagus which occupy a 
circumscribed area and appear in form of a sacciform 
bulging of the wall, or of a bag-like appendage. 
Symmetrical, excentric dilatations of one or more 
sections of the oesophagus are, as a rule, only found 
above strictures, especially those due to traumatic 
agents (caustics, hot liquids). In a few cases cylindri- 
cal and fusiform dilatations of the entire oesophagus 
have been observed without the existence of such 
strictures. These uniform dilatations, however,appear 
generally in the form of a cylinder or funnel and not 
in that of a cul-de-sac communicating by a wide or 
narrow opening with the oesophagus. 



( The section of oesophagus above a stricture is 
(frequently in such a condition as to favor or lead 
directly to the formation of a sacculated distention. 
There is sometimes present, at this place, a sort of 
mesh- work made up of folds, adhesions, valves, etc., 
in the interspaces of which niches are formed which 
are gradually deepened and bulged out by food re- 
tained above the stenosis. Moreover, the oesophagus 
at the site of stricture is frequently drawn and fixed 
laterally by cicatrical contraction, so that its lumen 
is not continued in the middle of the stenosis, but 
entirely to one side. In consequence of this the 
ingesta are retained at the side of the opening and 
press upon the tissues, thus favoring the formation 
of a sacculation at the narrowed part. In view of 
these facts, it is strange that diverticula scarcely ever 
result in these cases, and this is due to the changes 
in the muscular tissue of the oesophagus and in the 
cicatrical tissue itself. A marked hypertrophy of the 
muscular elements, especially the circular muscles, 
usually occurs at an early period, which may extend 
for quite a distance above the site of stricture, but is 
especially pronounced in its immediate neighborhood. 
This uniform increase of tlie muscular layer prevents 
the bulging out of a limited portion of the oesophagus, 
and the extension of the cicatrical tissue acts in a 
similar manner. Hence in only seven out of one 
hundred cases reported by Hacker, were diverticula 
observed in strictures of the oesophagus, and even in 
these cases they were the result of peri-oesophageal 
phlegmonous processes produced by the same trau- 
matic agent which caused the stricture, or they 
resulted from false passages made by sounds. 

According to the exhaustive investigations of 
Ziemssen and Zenker, the causes of diverticula of the 
oesophagus are eith& pulsion or traction; in the former 
case the force acta from without, i n the latter it acts from 
within. The traction is produced by the contracting 
cicatrical tissue which results from the caseation and 
suppuration of mediastinal and bronchial glands. 
These glands are usually situated at the place where 
the oesophagus crosses the bronchus and below the 
latter, and the morbid changes in them are due to 
diseases of the lung, chiefiy of tubercular character. 
After the gland has broken down and the caseous 
matter has been evacuated by perforation into a 
bronchus or into the oesophagus, it contracts and 
exerts traction upon the neighboring, t.^., the anterior, 
wall of the oesophagus. Thus are formed the small 
traction diverticula, scarcely larger than a hazelnut, 
of which there may be one or several united at their 
base. In connection with them is found a pigmented, 
thick, irregular cicatrix, the residue of the conti-acted 
gland, near or in which other enlarged glands are 
frequently observed. The traction diverticula are of 
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interest to the clinician, only in so far as they occa- , 
sionally have given rise to severe and even fatal disturb- 
ances (perforation into the mediastinum by a foreign 
body, etc.) They do not manifest their presence by 
es|>ecial symptoms, and hence are not recognized 
during life. 

The pulsion diverticula originate in an entirely 
different manner. The pressure exerted within the 
cBsophagus by the passage of the food, gradually 
forces out some portion of its walls less resistant than 
the others, and thus leads to the formation of a pouch. 
It is evident that the diverticula could not be pro- 
duced if there had not been a previous weakening of 
the oesophageal wall over a limited area ; there may 
have been at this place a depression which was grad- 
ually deepened by the continued pressure, or a thin- 
ning of the tissues in ^consequence of a scar or 
muscular atrophy. OVing to the forcible pressure' 
of the pharyngeal and oesophageal muscles the ingesta 
are forced into the pouch which gradually increases 
in size. The reason that in cases of traction diverti- 
cula a similar enlargement does not take place is that 
its base is formed by callous cicatricial tissue. 

The pulsion diverticula are almost constantly 
situated on the posterior wall of the oesophagus at 
its commencement, under the lower margin of the 
inferior constrictor of the pharynx, opposite the 
cricoid cartilage. The changes in the oesophageal 
wails which lead to the formation of the pouch are 
chiefly of congenital origin (fistula congenita colli). 

As regards the symptoms, the fact that the sound 
passes down without an obstacle at certain times, and 
at others is arrested in its passage, is of great signifi- 
cance, and enables us to exclude other diseases from 
the diagnosis. It is true that in cases of fibrous as 
well as cancerous stricture a similar condition may 
exist ; but in all strictures there is present a feeling 
of resistance to the passage of the sound. In sound- 
ing a cancerous stricture, moreover, it is usually 
found that where a thicker sound fails to pass, a 
thinner one can be introduced, and after the latter 
has remained for a time, the former may be forced 
through the stenosis, or at least further downward 
than before. It is only in cases where valve-like 
folds are situated above the stricture that the sound 
may be caught in them, and after its disengagement 
may pass without further difiBculty, Aside from the 
rarity of this condition, however, the history in cases 
of fibrous stricture and the usual situation of the 
cancerous stricture in the lower half of the oesopha- 
gus should be taken into consideration. Pulsion 
diverticula are situated high up, and can only be 
mistaken for other affections, because the sound is 
not arrested at the upper opening of the diverticulum, 
but glides to the bottom. They never extend, how- 



ever, as far as the bifurcation of the trachea, below 
which point is the usual site of cancer. Carcinomata, 
situated higher up, are characterized by the early 
appearance of enlargement of the lymphatic glands, 
as well as by their tendency to extend above the 
arytenoid cartilage into the rima glottidis. Further- 
more, they can be seen with the laryngoscope or 
oesophagoscope, and frequently can be felt with the 
finger. At the time when oesophageal cancers begin 
to give symptoms, they have usually broken down to 
a certain extent and the sound brings up fragments 
of tissue which should be examined microscopically. 

Ewald thinks that diverticula may be compounded 
with spasmodic strictures of the oesophagus, and it 
cannot be denied that this condition if persisting for 
some time may give a somewhat similar symptomato- 
logy. Here, also, the sound may readily be intro- 
duced at one time, and then again be arrested. 
Moreover, in cases of spastic stricture masses of food 
may remain in the oesophagus and be vomited some 
time after their ingestion. The diagnosis, however, 
is soon arrived it. In spasmodic stricture the resist- 
ance is usually overcome by pressure with a thick 
sound, while in case of diverticula the head must be 
held in a certain position and the sound introduced 
in a certain way before the instrument can be passed 
along the oesophagus. — Archivfur KUnische Chirur- 
gie, Bd. xliv, Hft. 1, 1892. 



Puncture of the Subcutaneous Tissue in 
Dropsy. — Dr. Gerhart recommends these punctures 
in cases of marked dropsy. This little operation is 
performed in the following manner at his clinic : 
The patient is seated in an arm-chair, with the legs 
extended over a board which rests upon a wooden 
receptacle. The legs are brushed with soap and 
water and washed with sublimate solution, while the 
physician disinfects himself as carefully as before an 
operation. The knife is placed in a carbolized solu- 
tion or a hot two per cent, soda solution. On the 
anterior surface of each leg four to eight incisions are 
made through the skin. Immediately after, the legs 
are covered with a layer of gauze, then with thick 
layers of sterilized cotton held in position by a few 
turns of a gauze bandage. The patient remains in u 
sitting posture as long as possible during the day, and 
at night when in bed a sheet of waterproof material 
is placed under the legs. As soon as the cotton 
becomes saturated with fluid is is removed, and a 
fresh dressing applied under aseptic precautions. If 
necessary the cotton or gauze is loosened from the 
skin by irrigation with a three per cent, carbolic or 
1 to 2000 sublimate solution. — Deutsche Medicinische 
Wochenschr.y No. 7, 1892. 
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The Dry Poultice in the Treatment of Epi- 
didymitis. — In the Journal of Cutaneous and 
OenitO' Urinary Diseases, Dr. Oeorge Emerson 
Brewer reports the successful treatment of a number 
of cases of epididymitis by the "dry poultice." 
This name is given to a dressing of cotton wool ap- 
plied thickly over the inflamed portion of the organ 
and extending on to the healthy skin. This is 
covered with thin rubber tissue held in place by a 
snugly applied gauze bandage and the whole placed 
in a suitable suspensory. Pains rapidly subside, the 
inflammation disappears, and the organ returns to its 
healthy state. — Western Med, Shorter. 



A New Suture. — Dr. Alexander Fulton, in 
Medical News, January 23, 1892, describes a new 
suture. Round pieces of amber, about one-sixth of 
an inch in diameter, of various lengths, are used, 
perforated as required. Lead, glass, or any material 
that can be kept thoroughly aseptic may be used. 
Fine wire (silver preferred), after immersion in car- 
bolized water, is run through the lip of the wound 
about half an inch from the edge when deep suture 
is desired, and one-third of an inch when more 
superficial suture is wanted. It is then put through 
the bar and clamped with a perforated shot. The 
lips of the wound are thus by traction brought in 
perfect apposition. — Med. Age, Feb. 10, 1892. 



The Operative Treatment of Pericarditis.— 

At the meeting of the Berlin Medical Society, Jan. 
6, 1892, Dr. Koerte reported a case of pericarditis 
which he had cured by operative measures. The 
patient, a girl aged seven years, had developed the 
disease as the result of osteomyelitis of both tibia. 
Aspiration of the fifth intercostal space furnished 
thin pus rich in staphylococci and streptococci. The 
operator resected a portion of the fifth rib. 6cm. in 
length, opened the pericardium, evacuated about one 
litre of a thin purulent fiuid. Although the heart 
was exposed by the incision, no disturbance of its 
function was observed, even after the pericardial sac 
had been thoroughly irrigated with a disinfectant 
fluid. The patient died twelve days after operation 
of cardiac failure. The autopsy demonstrated a 
number of pus channels in the left ventricle, some of 
which communicated with the pericardium, the post- 
erior papillary muscles had been destroyed and the 
anterior was infiltrated with pus. It is probably that 
in this case abscesses first formed in the heart muscle, 
which ruptured into the pericardial sac and produced 
a pericarditis. — Wien. Medizin, Fresse., No. 6, 1892. 



Elongation of the Ligamentum Patellae as 
a Factor in the Production of Certain Knee 
Troubles. — Dr. Newton M. Shaffer concludes aa 
follows on this subject : 

1. Elongation of the ligamentum patellae may pro- 
duce weak, painful, and apparently inflamed knee- 
joints. 

2. Many obscure knee-joint troubles, as well as 
impaired or difficult locomotion, may be explained 
by this condition. 

3. Elongation of the ligamentum patellae may pro- 
duce a disability very like that produced by ligament- 
ous union after transverse fracture of the patella. 

And, finally, elongation of the ligamentum patellae 
may be, and very frequently is, produced by forcibly 
breaking up a fibrous anchylosis of the knee-joint. — 
Medical Record, Jan. 16, 1892. 



Resection of the Os Calcis and Astragalus. 

— Dr. Bogdanik describes the following procedure : 
The operator stands on the right side of the patient, 
and makes an incision beginning closely beneath the 
external malleolus, if the operation is performed on 
the left foot, but beneath the internal malleolus if on 
the right. The incision penetrates to the calcaneus 
and extends obliquely downwards and backwards, in 
the direction of the annular ligament and at a dis- 
tance of one centimetre from the sole of the foot, 
toward the other malleolus. The calcaneus is sawed 
through in the same direction, while the foot is 
pressed by an assistant against the leg. As soon as 
the bone has been divided the foot can be readily 
folded back, so that the dorsum is in contact with 
the anterior surface of the leg, permitting an inspec- 
tion of the ankle joint. The astragalus can now be 
grasped with bone forceps and removed with knife 
and scissors. It is of advantage to prolong the incis- 
sion over both malleoli in the direction of the tendo 
Achilles, because this enabled ns to draw upward the 
upper portion of the calcaneus. It is further advisa- 
ble to retract the arteries and tendon with blunt hooks 
so as to prevent their injury by the knife. If the 
calcaneus is diseased the affected portion may be 
chiselled out, curetted, or, if necessary, the entire bone 
may be removed. After the removal of the astraga- 
lus the articular surfaces of the tibia and fibula can 
be readily brought into view. 

The author has performed this operation on two 
patients and claims for it the following advantages : 

1. The incision in the soft parts is small. 

2. Injury of the vessels, tendons, muscles or nerves 
is avoided. 

3. The situation of the scar is favorable. 

4. The configuration of the foot is preserved. 
—CentralhL f. Chirurgie, No. 3, 1892. 
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Antiseptic Mixtures. — Dr. A. GavazzaDi has 
recently reported his experiments with mixtures of 
yarious antiseptics in the form of powders. His first 
observations were made in thirty cases of venereal 
bnboes. He regards iodoform as one of onr best 
remedies in these cases, but it has the disadvantage 
of not possessing marked antiseptic properties. To 
overcome this deficiency he added salicylic acid, 
which is powerfully disinfectant, but somewhat irri- 
tant. The irritation was, however, avoided by the 
addition of subnitrate of bismuth which is, moreover, 
dightly antiseptic. Finally, to increase the stimulant 
effect of this preparation in cases of atonic ulcers some 
camphor was added. After numerous trials the fol- 
lowing formula was adopted : 

Iodoform 66 parts. 

Acid Salicylic 30 *' 

Bismuth Safanitr dO " 

Camphor 6 ** 

The ingredients are well rubbed together and form 
a pale yellowish, somewhat mealy powder, which 
produces slight, but transient irritation, when applied 
to fresh wounds. This mixture is an excellent dis- 
infectant and stimulant in cases of bubo. Its disad- 
vantage is that it encourages hemorrhage from the 
granulations, but this may be avoided by discontinu- 
ing it every fifth or sixth day and replacing it by 
iodol. In persons with delicate skin it may also 
produce excoriations. — Wiener Medit. Presse, 

Antiseptic Drainage in Abdominal Sur- 
gery. — Dr. J. H. Kellogg, of Battle Creek, finds that 
all suction apparatus for drainage of abdominal 
woands have the disadvantage of allowing air carry- 
ing germs to enter the drainage tube and pass into 
the abdominal cavity whenever the fiuid is with- 
drawn. He believes that this is the method by 
which infection occurs in the use of the drainage 
tube, and has devised the following apparatus for 
preventing this : It consists of 1st, the cotton filter 
—a simple thistle tube filled with cotton and covered 
with sheet lint ; 2d, a wash bottle ; 3d, a drainage 
tube like the ordinary tube, except that it has a 
lateral opening leading into a small short tube near 
its npper end ; 4th, an ordinary evacuating syringe, 
the tube of which passes through a rubber cork, by 
which the upper end of the drainage-tube is closed 
while the fluid is being drawn out. As the fluid is 
drawn into the evacuating syringe, air is drawn down 
through the cotton filter, bubbles up through the 
wash-bottle, passes through rubber tube into the 
drainage-tube, outside the rubber tube, through which 

the fluid is evacuated. By this means the air, 



which enters the drainage-tube, is thoroughly filtered. 
In dressing the wound, the drain is surrounded with 
moist gauze, heavQy loaded with iodoform. The 
drainage-tube is lightly plugged with cotton wet 
with 1-1000 bichloride solution. A broad piece of 
sheet rubber is slipped over the upper end of the 
draanage-tube. The evacuating syringe and tube are 
kept immersed in a 1-1000 bichloride solution. The 
hands are thoroughly disinfected every time the ap- 
paratus is used. — American Oynaecohg. Journal. 



Wliat Cases Sliould be Drained After Ab- 
dominal Section ?— Dr. Bufus B. Hall, of Oincin- 
nati, has drained in every case of abdominal seotion 
which he has made since 1886. The objections to 
the drainage-tube that have been given at various 
times are that it is a source of septic infection, a 
frequent cause of hernia, a foreign body, a cause of 
irritation, and not infrequently omentum becomes 
fastened in the perforation, preventing its easy 
removal. As to the first objection, the author hs» 
seen no case of sepsis developed from the use of the 
drainage-tube; but it is evident that, unless the 
utmost care is taken, such an accident might occur. 
The tube should be pumped out every hour or two 
until it is removed. In his own cases he has seen 
two hernias developed in the line of cicatrix, but in 
neither of them did the hernia occur at the point 
where the drainage-tube was placed. He has seen no 
appreciable disturbance from irritation of the tube 
since he commenced using the small, perfectly smooth 
tube with no side perforations. The small, perforated 
tube of Dr. Price fulfils the requirements for abdomi- 
nal drainage perfectly If the dressing is so arranged 
as not to make pressure upon the outer end of the 
tube, no apprehension need be entertained as to it 
causing trouble from irritation, provided it be re- 
moved just as soon as the fluid becomes straw-colored. 
If one employs the old style large tube, with large 
side perforations, there is danger of omentum becom- 
ing forced through the openings, causing difficulty 
in removing the tube and possibly favoring the 
development of hernia ; but in the use of the small 
tube with the narrow perforations, these dangers are 
reduced to a minimum. — Medic. Record. 



Tliiophen-iodide.— Dr. A. Hock has employed 
this preparation in Dittel's clinic in Vienna. It was 
applied either directly to wounds or in the following 
solution : thiophen-iodide 50.0, alcohol and sulphuric 
ether, of each 600.0, and glycerine 10.0. The remedy 
has a marked effect in arresting secretion in suppurat- 
ing wounds, and an excellent disinfectant and 
deodorizer. — Wien, Medizin. Presse, 
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Bib : — In the March number of your Journal there 
appears an article on ^'Strangulated Hernia^' by Dr. 
George 6. Van Schaick, Attending Surgeon to 
the French Hospital, Instructor in the N. Y. Post 
Graduate Medical School, etc. written for the in- 
struction of the general practitioner, with special 
reference to a method of treatment advocated by me 
in the Medical News Nov. 28, 1891. This treatment 
he criticises and condemns, without having tried it, 
displaying thereby the boldness of youth without the 
weight which experience alone can give. The argu- 
ments he adduces only tend to weaken his position. 
To say that taxis is a waste of time, that it is only 
successful by a lucky accident, that it should only be 
tried for from ten to fifteen minutes, that it is not 
so easy nor so safe as an operation, etc., etc., are, 
surely, peculiar doctrines for an instructor to enunci- 
ate and are not apt to lend weight to any statements 
he may make on the subject. Equally objectionable 
is his further statement that the profound shock 
which so often exists is sometimes rapidly fatal, even 
before any serious change has taken place in the 
bowel, and though reduction has been accomplished 
by gentle and skillful taxis. In such cases, autopsy 
reveals the true cause of death — partial reduction, 
reduction en bloc, rupture of bowel, etc., etc. 

I am quite well aware that my method of treat- 
ment for strangulated hernia is not popular with 
young surgeons who are anxious to operate under 
any and all circumstances, but it would have shown 
more discretion on the part of the writer if he had 
first tried it before attempting to condemn it. I 
nowhere stated that it would do away entirely with 
operative interference. I did state, and I repeat the 
statement, that, by its early use, the vast majority of 
cases of strangulated hernia can be safely and suc- 
cessfully reduced ; and, as a result, operations for 
strangulated hernia, now amongst the most common 
and fatal, would soon become quite rare. — In regard 
to the figures quoted, the explanation is easy. 
Strangulated hernia is ushered in with such urgent 
symptoms that medical aid is immediately sum- 
moned. If at once put on this treatment, before 
serious changes have taken place in the gut or ad- 
hesions formed, prompt reduction can be affected. No 
anaesthetics being used or required, too rough or too 
prolonged taxis is avoided. If after half an hour's 
trial of this treatment — in no case exceeding one 



hour — reduction cannot be effected then an immedi- 
ate operation should be performed. In this way the 
patient avoids the rough and injudicious taxis to 
which he is too often subjected, and from the effects 
of which the fatal result is often due, whereas, in 
the very few cases in which operative interference 
may be necessary, no time is lost, the patient is not 
exhausted, the parts are not bruised or torn, so that 
operating under such conditions, a favorable result 
can be confidently anticipated. As already stated, 
in my own experience this treatment has never failed. 
That my cases differ from others, as the writer 
claims, is simply ''begging the question.'* They oc- 
curred in the course of a large private, hospital and 
consulting practice and varied in severity, as such 
cases do. Not all of them were at the point of 
death, as the writer's cases appear to have been. To 
infer that I advocate the reduction of a sphacelated 
or ruptured bowel is puerile. I do advocate a method 
of treatment which will prevent sphacelation or rup- 
ture, which is so simple that any one can use it and 
which will generally save the patient from an opera- 
tion when he is least able to bear it. 

Fourteen years' experience with this method of 
treating strangulated hernia, without a single failure, 
is warrant sufficient for me to say that I see no im- 
mediate necessity for either changing or modifying 
my opinion in the matter, but I venture to state that 
a little further experience on the part of Dr. Van 
Schaick will show him the absurdity of either criti- 
cising or condemning a method of treatment which 
he has never tested. 

Tours respectfully. 



Alexakdeb Dallas, M. D. 
66 W. 36 Street, N. T. 



To OuB Beadebs. 



We take pleasure in announcing that in the May 
issue will be published the following interesting 
original articles : " Improved Traction Instruments," 
by Dr. George W. King, of Helena, Montana, with 
numerous illustrations. — "Rupture of the Urinary 
Bladder, with Fracture of the Symphysis Pubis," by 
Dr. Auguste Rhu, of Marion, 0. — "A Contribution 
to the Etiology and Treatment of Spasmodic Torti- 
collis/' by Dr. Henry S. Shively, of New York. 

At the request of a number of subscribers who 
desire to compete for the prizes offered by us, but 
have been prevented by lack of time from completing 
their articles, we have decided to extend the time of 
competition until July Ist, and will announce the 
awards in the July issue. 
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THE niFOBTAHOE OF MEDICAL ]CEETIirQ& 



There have been in the last few years many signs 
of improvemont in things medical^ many floating 
straws that showed the direction of amelioration, a 
host of indications to point out the steady growth of 
work, of thought and of achieyement. 

Prominent as a factor in this important movement 
is the tendency of cooperatiye endeavor manifested 
by the legion of meetings of societies and of con- 
gresses, that nowadays spread afar the views of emi- 
nent men the world over, that bring them together 
for mutual comparison of ideas and interchange of 
thought, and that is establishing a closer tie between 
members of the profession. 

The meeting in June, at Detroit, of the American 
Medical Association is therefore of importance as 
continuing the good work, and as serving to bring in 
touch a legion of workers who, as with soldiers the 
world over, will carry away with them a more exalted 
idea of their duties and a greater determination to 
succeed, from standing shoulder to shoulder. It 
will show them that in our labors a man's prophetic 
powers tend to become no longer limited to his own 
country, but through the agency of such meetings 
are recognized with wondrous speed over lands and 



seas. It is an amazing thing how at this date of the 
world's history a wedge that is introduced by one 
perhaps just en;^erged from obscurity may produce 
an effect that will be felt at antipodal distances. 

The possession of such facilities is now acquired, 
and the only further movement must be the one 
toward greater efficiency in management, so as to 
obtain the utmost possible measure of good results 
from the work done. It has seemed to us that every 
important meeting might possibly prove of greatest 
use if one subject of special interest was selected 
for general discussion, so that it might be considered 
from the standpoint of all the general practitioners 
and specialists who might be directly or indirectly 
interested in it. This, of course, without prejudice 
to the reading of a variety of papers during the re- 
mainder of the session. There might be other im- 
provements which at the present time we cannot 
even surmise the need of, but thought is now so busy 
in that direction that we are confident that all such 
congresses will improve in value with rapid strides, 
and remain the chief disseminators of knowledge at 
our disposal. 

A PERTINENT SUGGESTIOH. 



In an article elsewhere printed in this issue. Dr. 
Gaston says that " the question may be raised by some 
in regard to the advantage of reporting surgical cases 
which have a fatal termination, and yet these are 
danger signals which may save the unwary mariner 
from being wrecked in a voyage upon the same sea." 

We take this opportunity to express our perfect 
concurrence with the views of our valued contributor. 
An unsuccessful result is invariably a greater teacher 
than a successful one, if the operator has been able 
to point out the exact reasons and factors that 
brought about the result. The best surgeon is the 
one who, through his own and the experience of 
others, knows all the pitfalls and the snares that may 
bestrew his path, and has learnt to avoid them. And 
if our surgical reading is to be limited to the experi- 
ences of those who report none but those cases of 
which the outcome has been favorable, our ideas 
as to the severity and risks of special procedures 
become distorted, inaccurate, and do injustice to our- 
selves and to our patients. We desire reports of un- 
successful cases, and their whys and wherefores, we 
can conceive of no greater usefuluess for a surgical 
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paper than to become the sign of warning against 
dangers ahead. If our most prominent surgeons 
were to publish in any one paper none but those pro- 
cedures which in their hands failed to relieve or were 
followed by death, that paper would be most widely 
read, not in a spirit of carping criticism, but as con- 
taining indications and warnings of the utmost im- 
portance and value. It would be a guide with which 
not a surgeon could afford to remain unprovided^ 
and, of greater importance still, it would be a noble 
and fruitful example to lesser lights. It would lead 
to the more general adoption among all surgeons of 
a habit of reporting cases which of themselves are of 
supreme importance, and of presenting statistics far 
more representative of the real results of surgical 
endeavor than are many of those which have been so 
profusely accumulating for some yesirs past. 



SYMPHYSEOTOMY. 



In 1768 Sigault, a French medical student, devised 
symphyseotomy, or division of the symphysis pubis, 
as a substitute for the Gaesarean section in cases of 
contracted pelvis, his idea being that sufficient sepa- 
ration of the pubic bones could thus be secured to 
permit of the passage of the child. Although at 
first received with some favor the operation was soon 
abandoned as impracticable, except in Italy where 
obstetricians have resorted to it from time to time. 
The latest attempt to revive it has been made by M. 
Charpentier, who recently read an exceedingly inter- 
esting paper on this subject before the Paris Acade- 
my of Medicine {Bulletin de VAcadimie de MSdecine.) 
He states that when the symphysis pubis is divided, 
the pubic bones become separated to a considerable 
extent, and that the distance between the bones may 
be greatly increased if the woman's thighs are flexed 
and rotated outward. All the diameters of the pelvis 
are enlarged, especially the transverse and oblique. 
The sacro-iliac articulations are separated anteriorly ; 
the posterior ligaments remain intact, while the an- 
terior ligaments are detached from the anterior sur- 
face of the iliac bones witliout undergoing laceration. 

One of the objections advanced by the opponents 
of symphyseotomy is that the severed pubic bones do 
not re-unite, or that if union occurs it is weak, so 
that the patient is permanently crippled. According 
to Charpentier this objection does not hold good, 
since in all the cases he has observed the women 
were able to resume their former occupations with- 
out experiencing any inconvenience from the opera- 
tion. Recovery takes place in a very short time and 
is complete at the end of one or two weeks. Spinelli 
{British Medical Jourjial) has recently asserted that 



the results of symphyseotomy, performed with anti- 
septic precautions, have been constantly favorable for 
the mothers and that the children run no risk from 
the procedure itself, the dangers which they incur 
being solely due to the manoeuvres needed for extrac- 
tion. This assertion is confirmed by the statistics 
of the last twenty-four operations performed at 
Naples by Morisani, Novi and other Itidian obstetri- 
cians, all the twenty-four mothers and twenty- three 
of the children being saved. 

What are the indications of symphyseotomy ? The 
aim of its originator was to save the life of the child 
while assuring the safety of the mother. It was 
meant to supplant the GsBsarean section, which at 
that time, when antisepsis was practically unknown, 
was attended with a heavy mortality. Yet it failed 
to realize this object, because its indications mnst 
always remain limited. Charpentier maintains that 
the operation should be done only in cases where the 
division of the symphysis will secure sufficient in- 
crease of the pelvic diameters to allow delivery to 
take place without resort to violent efforts at extrac- 
tion by version or the forceps. The Italian accou- 
cheurs are agreed that symphyseotomy should not be 
performed whenever the antero-posterior diameter of 
the pelvis is below sixty-five millimetres, and that if 
it is, the Cesarean operation must be resorted to. 
On the other hand, Playfair, in his well known treat- 
ise, states that '^the utmost gain which even a wide 
separation of the symphysis pubis would give would 
be altogether insufficient to admit of the passage of 
even a mutilated foetus. Dr. Churchill concludes 
that even if it were possible to separate it to the ex- 
tent of four inches, we should only have an increase 
of from four lines to half an inch in the antero- 
posterior diameter in which the obstruction generally 
is most marked.'^ 

Dr. Harris says, that he does not regard so much 
the gain in the conjugate diameter as in the trans- 
verse in symphyseotomy, and that the new operation, 
wherein the foetus is delivered by the forces of the 
mother in the large majority of cases, is far less fatal 
to her and the foetus than the original one, where the 
child was turned and forced into the world by traction. 

Notwithstanding the favorable results of Italian 
and French obstetricians it does not seem as if sym- 
physeotomy is ever destined to play an important 
part among obstetrical operations. The mortality of 
the Gassarean section has been steadily reduced in 
latter years and it is probable that the future will 
witness a still greater reduction. On the other hand, 
symphyseotomy is admissible in only a small number 
of cases, and in the event of failure the dangers of a 
subsequent Caesarean operation would be certainly 
increased. 
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EZTIBPATION OF THEBEOTUM FOB GABOINOHA.' 



By J. Macfaddbk Gaston, M. D, 

Frofe$9or FrineipUi and Practice of Surgery » Southern 
Medical CcUege, Atlanta, Qa. 

The patient referred to in the following clinical 
notes was presented at my office about the last of 
June by Dr. J. I. Darby, of Columbia, Ala. 

He stated that some time previously he had treated 
the case for hemorrhoids by the injection of carbolic 
acid, with complete relief in that respect. But that 
subsequently there was trouble higher up in the 
rectum with more or less difficulty in evacuating 
the fasces, and that his general health had become 
impaired to some extent. 

There was no family history of malignant disease, 
but his appearance led to the conclusion that there 
might be a cancerous cachexy. Having had occasion 
to report two cases of papilloma of the rectum with 
carcinomatous degeneration, which terminated falally 
without operation, I recently advised in a similar 
case, under the care of Dr. K. C. Divine, the extir- 
pation of the entire jnass. This was done without 
serious consequences on May 30, 1891, and prom- 
ised a good result, but there was a redevelopment of 
the induration above with a fatal result. 

Temporary relief has been afforded in one of my 
cases and in one of the above colleague's by colostomy ; 
but in this instance the radical operation seems to 
be indicated. 

July 8, 1891, Mr. W. 0. E., a white man, sixty- 
two years old, apparently without any constitutional 
disorder, was received at the Providence Infirmary 
with rectal trouble. Upon digital examination and 
exploration with the speculum, there was found to 
exist an induration and thickening of the submucous 
tissues extending from an inch within the anus up 
to the recto-colic junction. The mucous membrane 
presented a dark congested appearance attended with 
some oozing of blood. There was a marked con- 
striction of the upper portion of the indurated struct- 
ure, but admitting of the passage of the point of the 
index tinger by forcible upward pressure, giving the 
impression that the structure above was not involved 
in the disease. It was therefore determined after 
consultation with several colleagues, that we hud a 
case of carcinoma of the rectum of a circumscribed 
nature, which warranted an operation, and extirpa- 
tion was performed as follows : 

The patient was given a whiskey toddy, and a 
hypodermic injection of morphine, gr. J^, with 
* Read at the meeting of the Medical As8*n of Georgia, April 21st, 189-2* 



atropia gr. 1-150, was administered, after which he 
was placed under the anaesthetic influence of the 
A. G. E. mixture. 

Having shaved the surface around the anus and 
over the sacrum, the parts were thoroughly waslied, 
and all antiseptic precautions were adopted. 

An incision of a semi-circular form was made on 
the posterior border of the anus, so as to extend 
beyond any of the muscular fibres of the sphincter 
aniand thus exclude this structure. An incision 
was then made in the median line from the salient 
convexity of this curved line to the middle of the 
sacrum, and carried down to the rectum. The os 
coccygis was now dissected out and removed, when 
by dissection and laceration of the cellular tissues 
around the rectum, it was separated from the adja- 
cent structures. A guide to further proceeding was 
afforded by the index finger of an assistant being in- 
troduced through the anus into the rectum, and 
ligatures of strong silk were carried around the guc 
just above the internal sphincter and below the 
induration. Then, the finger was removed, and the 
ligatures were drawn tightly and tied, so as to con- 
trol the bloodvessels, when the rectum was divided 
between them by scissors. The indurated mass was 
now enucleated with the points of the fingerp, until 
the gut was reached above it, free from any deposi- 
tion, and it was found that the bowel could be drawn 
down with little traction. The chain of an ecraseur 
was passed around the intestine entirely above the 
indurated and thickened rectum, so as to divide the 
sound intestinal canal, and thus detach the diseased 
structure. 

The ligature being removed from the lower seg- 
ment no bleeding occurred, and it was secured by 
interrupted suture to the upper segment, thus giving 
an outlet by the natural channel. 

Drainage tubes were placed on each side of the 
intestine and the linear incision closed by suture ex- 
cepting at the lower end, without stitching the 
curved line. 

There was but little J)lood lost, and bleeding was 
controlled by the temporary use of forceps with tor- 
sion in conjunction with sponges wrung out of a 
very hot carbolized solution. 

The dressing was completed by dusting with iodo- 
form, applying a thick layer of iodoform gauze, and 
a compress of absorbent cotton secured by a bandage 
around the pelvis. 

As the vital forces were somewhat depressed, hypo- 
dermics of whiskey had been resorted to toward the 
close of the operation. After rallying from the 
anaesthetic, the hypodermic of morphia, gr. ^, with 
atropia gr. y^, was repeated. 
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No vomiting ensued, and all food was prohibited 
for the day, while only milk toast was allowed on the 
following day. 

The patient had a comfortable night, bat as it was 
desirable to keep the bowels from moving the mor- 
jtliia and atropia was used again next evening. 

The clinical record for July 9th states that the 
patient is getting on fairly well, with pulse of 98 
^nd temperature 100^. Upon removing the dressing 
on account of sero-sauguinolent exudation, the 
Mound presented a good aspect. 

The urine has been drawn by catheter, and this is 
to be continued so as to prevent any straining in the 
evacuation of the urine. There is no complaint of 
pain or soreness in the parts involved, and no incli- 
nation to evacuate the bowels. 

July 10.— The report to-day at 12:30 P.M. is 
favorable, pulse being 95 beats and temperature 
lOO*', after a good night's rest. He has taken no 
opiate this morning. Acet. ammon. I iv., aq. camph. 
f §ii., was taken in doses of a dessertspoonful every 
two iiours. 

The wound was dressed, and oarbolized water 
thrown in through the drainage tubes. Bemoved 
the traction ligature which had been placed in the 
coats of the upper segment of the intestine and will 
remove the drainage tubes to-morrow. He is taking 
only milk toast thus far as diet. 

July 11, 9:30 A. M. — Patient passed a good 
niglit under hypodermic, and has pulse of 80 and 
leraperature of 100®. Bemoved drainage tube this 
morning, and finding a protruding hemorrhoid, 
injected 10 per cent, solution of carbolic acid. 
Wound has a good appearance. Patient is cheerful, 
with some appetite. No tendency to action of 
bowels, and less irritation of bladder. Urine has 
been drawn off with catheter. 

July 12. — Increase of temperature, being 101^, 
and pulse 94 beats, with slight tympanites and sore- 
ness on percussion over the abdomen. There has 
been a desire to evacuate the bowels, which, however, 
has passed off again. There was f aacal matter on the 
dressings, which evidently ^escaped from the lower 
part of the wound and not from the anus, indicating 
that the stitches had yieldied so as to admit of its 
passage. The tub^ of a Davidson syringe being in- 
serted at the opening left near the anus, a weak solu- 
tion of carbolic acid in warm water was thrown up 
into the wound until it passed out entirely free from 
stuin. With a daily repetition, or oftener if neces- 
sary, of this wash, it is hoped that no contamination 
will occur. 

Tiiis increase of constitutional disturbance may be 
temporary, and the appearance of the external 
wound is satisfactory. 



July 13. — At 11 A. M. found temi)erature some- 
thing less than yesterday, but pulse more frequent, 
and abdomen still sensitive, yet not tympanitic. 
Bowels were moved through the wound yesterday 
evening, requiring change of dressing, and washed 
out thoroughly then, as also this morning, with car- 
bolized water. He takes light nourishment and is 
cheerful. Ordered to-day : 

3. Huxam's tinct '...f 5ii. 

Tinct. nux vomica, f 3 L 

Chlorate of potaa)i, 3 i. 

Water q. s f § vi. 

Take tablespoonf ul every four hours as tonic and 
altei'ative. 

July 34. — Patient's condition at noon to-day does 
not show any aggravation of symptoms since report 
of yesterday. The temperature is 101^° ; pulse 105 
beats ; wound presenting good aspect. FsBcil matter 
still passes by the opening near the anus, and the 
parts were thoroughly cleansed with the carbolized 
wash yesterday evening and again this morning, with 
oonplete change of dressings* He is anxious to sit 
up but is not allowed. 

July 15. — There is nothing in the present condi- 
tion of the patient to cause any serious apprehension. 
His temperature at 11 A. M. to-day is 100^<^, being 
the same as yesterday ; but his pulse has risen up to 
115 beats, without, however, impairing his appetite 
or preventing rest at night under the xise of the hy- 
podermic (morphine, gr. }(, atropia, gr. ^). The 
soreness and tympanites of the abdomen have almost 
disappeared. Faeces still pass through the wound, 
but the parts are in good condition. 

July 16. — ^A marked change came about rather 
unexpectedly during the day, ending in collai^se. 
Hypodermics of whiskey and sulphuric ether, along 
with the external application of mustard and hot 
bottles to the lower extremities, were resorted to, 
and quinine and whiskey given internally, but availed 
nothing. The wound was opened up by removing 
all the stitches in the cutaneous incision from the 
anus up to tiie sacrum, with thorough cleansing of 
the entire tract and packing with iodoform gauze. 

The prostration ended in a fatal result at 11 P. M. 
If we could have anticipated the sepcic develop- 
ments and opened up the wound forty-eight hours 
earlier, the septicsamia might have been averted. 

The question may be raised by some in regard to 
the advantage of reporting surgical cases which have 
a fatal termination, and yet these are danger signals 
which may save the unwary mariner from being- 
wrecked in a voyage upon the same sea. All have 
realized in their own review of unfavorable cases 
that a useful lesson was learned, and, perhaps, in 
this special class of cases no feature of the manage- 
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meut ie isoi-e important than to avoid septic con- 
tamination from the contact of the f8Bces with the 
fresh cut surface. The absorption being rapid, the 
Bsjne kind of effects are produced as in the perfora- 
tion of the appendix yermiformis with escape of its 
fsecal contents, and collapse is the consequence at 
an early period. 

In operating under similar circumstances, the oppn 
treatment of the wound Wmmends itself to adoption, 
even when the walls of the upper and lower segment 
of the intestine are brought together by suture. 

When it was discovered that the fsBces escaped 
through the wound, the remoyal of all the cutaneous 
stitches was canvassed ; but as there was a free com- 
munication from the lower to the upper extremity 
of the wound, admitting of thorough irrigation, this 
was not done until it was too late. 

Had the wound been exposed and packed with 
antiseptic gauze, it would have offered a better pros- 
pect of success and doubtless would have averted the 
lutal result. Let others profit by this case, having a 
good promise and bad ending. 

THE VASAL DOUOHE. 



By Leonard A. Dessar, M. D. 

Vidting LaryngologiH to St. Mark^s Hospital, and to the 
Mt. Sinai Hospital Diapenwry, Jfew York, 

Fluids may beintroduced into the nasal passages in 
the form of snuffing, injecting, spraying, or by 
means of the so-called nasal douche. In this brief 
p^iper I shall only attempt to discuss the indications 
and manner of application of the nasal douche, for, 
as experience has shown, the other methods are prac- 
tically inadequate, in that they do not serve the pur- 
pose of thoroughly cleansing the entire nasal passages 
and are more difficult of application in the hands of 
the patient. Sprays of all kinds have been recom- 
mended, principally that of Leffert, but none of 
them are available for the introduction of sufficient 
laids into the nasal cavities to act as a cleansing 
agent, as they are better adapted owing to the small 
amount of fluid introduced as a means of topical 
medication of the mucous membrane. 

Syringes are objectionable in that the stream of 
flaid thrown into the nostrils may pass through with- 
out necessarily cleansing to any great extent the 
mucous membrane. While it is true that the in- 
jected fluid comes in contact with the floor of the 
nose it does not reach to any extent the middle or 
superior meatus. Aside from this the quantity of 
fluid injected must be small if the proper sized 
syrmge be used, the employment of a syringe throw- 
ing a stream powerful enough to exert a cleansing 
^action, being attended with considerable risk. 



The snuffing up of fluids is a laborious and, for 
children, a most difficult procedure. Dr. Bumbold, 
of St. Louis, in an exhaustive paper on this subject 
prescribes certain methods of snuffing up fluids, but 
unless the complicated rules formulated by him are 
strictly adhered to, it must be impossible to derive 
any benefit from this method. Furthermore, experi- 
ence has convinced me that indiscriminate suuffing 
up of fluids is not free from risks on account of the 
possibility of their entering the Eustachian tube and 
giving rise to disease of the middle ear. 

The douche subserves the double purpose of more 
effectively cleansing the nasal cavities than the other 
means referred to, and of exerting a local action, 
such as an alkaline, astringent, and antiseptic effect 
upon the mucous membrane. The nasal douche, so 
called by Theodore Weber of Halle, was flrst intro- 
duced by him as a means of thoroughly cleansing 
the nasal passages and post-nasal space. Although 
known ' throughout England and America as 
Thudichum's douche, Weber was undoubtedly the 
flrst to suggest its employment. Other douches 
have been introduced from time to time, such as 
Parson^s, Harrison Allen's, etc., but as their action 
is based upon the same principle as the Weber douche, 
it will be unnecessary to allude to them separately, 
as one description will suffice for all. 

The Weber douche consists of a vessel connected 
at the bottom with a rubber tube, terminating in a 
rounded tip, which flts into the nostrils. After in- 
serting the tip, the vessel containing the fluid is raised 
to the level of the head or slightly above, the head be- 
ing inclined over a basin which receives the discharged 
fluid. When the reservoir is raised the stream enters 
one nostril, passes around the posterior border of the 
septum, and escapes through the other in a continu- 
ous stream. 

The Weber douche, however, is a dangerous appli- 
ance in the hands of the patient, for unless full and 
exact directions are given by the physician and im- 
plicitly followed by the patient, great harm may 
result. If the stream is projected with too much 
force in consequence of the reservoir being suspended 
at too great a height the fluid may be driven into the 
Eustachian tube causing inflammation of the middle 
ear, rupture of the drum membrane, and even exten- 
sion of the inflammation to the mastoid cells. Ac- 
cording to Mackenzie, too much pressure of a con- 
tinuous stream causes physiological insufficiency of 
the muscles surrounding the Eustachian orifice, 
which predisposes to the entrance of fluids into the^ 
middle ear. Boosa and Knapp have particularly 
called attention to the injurious effects of the Weber 
douche, and my experience is conflrmatory of their's. 
Another danger in using this douche is that fluid 
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may be forced into the frontal sinus, if the head be 
accidentally inclined too far forward, causing severe 
headaches lasting several hours and even severe in- 
flammation of the lining membrane of these cavities. 

My main objection to the Weber douche is the fact 
that it cannot be safely entrusted to the average 
patient. I have repeatedly seen the apparatus sus- 
pended high up on the wall, or raised by an assistant 
standing on a chair. It can easily be understood 
how the high pressure thus induced will produce the 
above mentioned complications. Much of the dan- 
ger attending the use of this appliance, however^ 
could be obviated if physicians would give exact and 
specific instructions regarding its manner of applica- 
tion and the patients were intelligent enough to un- 
derstand and appreciate their importance. It must 
also be remembered that many persons resort to the 
nasal douche without the advice of a physician^ and 
thus incur all the harmful results attending its use. 

For these reasons I was led to devise a simple ap- 
paratus which could be safely entrusted to the 
patient^ with few directions as to its manner of ap- 
plication, and which would thoroughly cleanse the 



nasal passages. As shown by the subjoined illustra- 
tion the douche consists of a glass cup, terminating 
in a nozzle at one end, which is shaped so as to fit in 
the nostril, the capacity of the cup being two and 
one-half fluid ounces. I am in the habit of giving 
the following directions regarding its use : — Fill the 
cup with the medicated luke-warm fluid, then throw- 
ing the head backward, insert nozzle tightly into the 
nostril, and allow the contents to flow through the 
nasal passage. As soon as the fluid is felt in the 
throat the head should be inclined forward and the 
mouth opened, causing the stream to return through 
the other nostril. The reason of this is as follows : 
The contact of the fluid with the soft palate produces 
through reflex action an approximation of the velum 
with the posterior pharyngeal Avail shutting off the 
upper from the lower pharyngeal space. Holding 
the breath, continuous mouth respiration, or incli- 
nation of the head forward, aid in bringing about 
this result. 

Precautions in the Use op the Douche. — The 
following rules should be observed in the use of all 
nasal douches : 



1. The handkerchief should not be used for at 
least ten minutes after douching, inasmuch as in 
blowing the nose any fluid remaining in the nasal 
passages may by a Valsalva action be forced into the 
Eustachian tube. 

2. After douching it is advisable for the patient 
to remain in-doors, so as to avoid exposure to the 
cold air. 

3. During the preceding the patient should not 
be disturbed or excited, as this may give rise to an 
involuntary attack of snieezing, coughing or swallow- 
ing, and thus render it possible for fluids to enter 
the middle ear. 

4. Before beginning the douching a careful ex- 
amination should be made to see whether both 
nostrils are free. If one of them is found to be ob- 
structed the douche should be used on the affected 
side. 

5. Plain water should never be employed for 
douching as it loosens the nasal epithelium. The 
addition of a small amount of sodium chloride pre- 
vents this action. 

6. Concentrated solutions should never be used 
as a douche. 

7. It is not advisable to douche the nose more 
than three times daily, as a rule, its application 
morning and evening is sufficient. 

8. The quantity of fluid introduced should not 
exceed ten ounces, the average amount varying from 
five to ten ounces, i, e., from one to two douche cup- 
fuls for each nostril. 

9. The fluid should always be luke warm. 
General Indicatioks for the Use op the 

Douche. — The great advantage of cleansing the 
nasal mucous membrane is chiefly manifest in cases 
of acute, chi*onic and syphilitic rhinitis, and more 
especially in foetid rhinitis or ozoena. The douche is 
equally serviceable in similar affections of the naso- 
pharynx. In acute rhinitis it acts not only as a 
cleansing agent, removing the tenacious masses of 
mucous, but also by reflex action, reduces the tur- 
gescence of the swollen turbinated bodies, thus acting 
as an important auxiliary to other measures in reliev- 
ing the congestion. In acute inflammatory condi- 
tions of the nose, complicating the specific fevers, 
especially variola, measles, scarlet fever and diphthe* 
ria, the nasal douche is of great advantage. The 
solutions particularly applicable in cases of acute 
rhinitis, are a one per cent, solution of table salt or 
bicarbonate of soda, or both together in equal quanti- 
ties. Weak solutions of chlorate of potash and salt, 
or bicarbonate of soda, are especially adapted for 
children. In cases where an antiseptic is required 
a few drops of carbolic acid may be added to any of 
the above solutions. 
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The nasal douche is a valuable auxiliary in the 
treatment of all forms of chronic rhinitis. It en- 
ables us to remove the accumulated mucus or muco- 
pns throughout the entire extent of the nasal passa- 
geSy and thus relieves the mucous membrane of irrita- 
ting material and places it in a condition to be more 
actively afFected by local applications. In certain 
forms of chronic rhinitis I have seen severe epistaxis 
result from the forcible dislodgement of scaly masses 
firmly adherent to the cartilaginous septum. The 
tearing off of these crusts by blowing the nose or by 
the manipulations of the patient, leads to laceration 
of the capillary walls, causing hemoiThage and small 
wounds through which infection (erysipelas) may 
take place. It is obvious that the systematic employ- 
ment of the douche by softening and washing out these 
scaly deposits will act as a prevention of the above 
mentioned complications. In these cases I find one 
•drop of creolin to a douche cupful of water very 
beneficial. If severe epistaxis be present a stronger 
^Intion of this drug may be used. A five volume 
^Intion of peroxide of hydrogen (one part to three 
parts of water) used in the douche cup is an exceed- 
ingly valuable means of controlling hemorrhage. 
Tannic acid and sulphate of zinc, 1 to 2 grains of each 
to the ounce, tannic and salicylic acids, same strength 
are also useful as solutions for the douche in chronic 
rhinitis. The formula of Stoerk, which I have em- 
ployed frequently with good results, is as follows : 

SodU Sallcylat 

Sodii Bicarbonat 

SodiiChloridi... aa 3U 

A knife-pointf al to each doache capful of vater. 

There is no affection of the nose, however, in 
which the douche can be used to greater advantage 
I than in the treatment of oz8Bna« In this condition 
I the thorough removal of the crusts and pus accumu- 
I lations is of extreme importance. Pus collecting in 
the nasal cavities assumes an acrid property and be- 
<;ome8 a local irritant. The qrusts and discharges 
contain decomposing fat globules and micro- 
organisms, thus producing the fetid odor which is 
•characteristic of the disease. These incrustations 
should never be forcibly removed, but softened and 
washed out by the action of the douche. One of the 
great advantages of iho douche is that it enables the 
patient to keep his nasal passages comparatively free 
from crusts and discharges, and to thus lessen, to 
«ome extent, the fetid odor. Inasmuch as these cases, 
if cured at all, require a very protracted period of 
treatment, the nasal douche cup will be fqund a 
thorough and safe means of cleansing the affected 
mucous membrane. 

In the treatment of ozsena douches of disinfectants 
and deodorizers are indicated. For this purpose 



weak solutions of sodium chloride and carbolic acid, 
potassium permanganate (one drachm to eight 
ounces), creolin (one to five drops to two and one- 
half ounces), salicylate of soda, Seiler's or Dobells 
solutions, etc., can be employed. In other forms of 
rhinitis, such as tubercular or syphilitic, the indica- 
tions for the nasal douche are the same. 

Contraindications TO the Use of the Douche. 
— In cases of extensive adenoid growths or tumors of 
the pharyngeal vault, the douche, if employed at all, 
must be used with caution. There are also cases in 
which the patient experiences sharp cutting pains in 
the region of the ear during douching, and these, 
may be of sufficient severity to render it necessary to 
dispense with its use. 

In conclusion I would urge attention to the follow- 
ing practical points : 

1. The great importa&oe of thoroughly cleansing 
the nasal mucous membrane in all affections of the 
nose, both as a means of relieving the discomfort of 
the patient and of assisting the action of other cura- 
tive measures. 

2. The necessity of securing the co-operation of 
the patient in following out these measures at home. 

3. The impossibility of thoroughly attaining this 
result by the use of the hand spray, syringes and 
snuffing up of fluids. 

58 W. 49th St. 



A OOHTEIBUTIOH TO THE ETIOLOGY AND TEBAT- 
HEFT OF SFASMODIO TO&TiaOLLI& 



By Henry L. Shively, M. D. 

AuUtant Burgeon to the Orthopadic Diapensary and Hospital. 

Late House Surgeon to the Presbyterian Hospital 

New York. 



The intractable character of spasmodic torticollis, 
the relative infrequency of its occurrence, the obscu- 
rity of its etiology and pathology render this affection 
one of the most interesting of nervous diseases, pre- 
senting conditions for treatment, often alike baffling 
to the neurologist, the orthopaedic and general sur- 
geon. The following case came to me for treatment 
September 17, 1891. 

C. J. W., a young man, eet. 26, a farmer by occu- 
pation. Mother and father both of distinctly nervous 
temperament, the family history otherwise good. 
The patient himself has always had good health until 
the development of the present trouble. He has no 
alcoholic habit and denies history of venereal disease. 
He admits having practiced masturbation prior to 
his marriage ten months ago, since which time he 
has regularly had intercourse three or four times each 
night, frequently supplemented by indulgence during 
the day as well. The sexual act was never completed, 
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withdrawal before ejacrdation occurred, having been 
habitually practised to prevent conception, according 
to the ancient method attributed to Onan in the 
thirty-eighth chapter of Genesis. After one month of 
these excesses the patient observed a tendency in his 
head to incline to the left side. Shortly after he 
noticed a slight rigidity and abnormal prominence of 
the right stemo-mastoid muscle. This rigidity at 
first was intermittent, later other muscles of the back 
of the neck became similarly involved, and the head 
was directed more strongly to the left and slightly 
flexed. His condition grew worse, the muscular con- 
tractions being attended with pain and the bead 
sometimes remaining fixed for a day at a time. The 
muscles would then partially relax, but at no time in 
the past four months can he say that he has been 
entirely free from spasm. Severe paroxysms, during 
which he suffered from clonic seizures in addition to 
the more or less permanent tonic contraction of the 
affected muscles would occur several times a day. 
At times he would have spontaneous periods of im- 
provement during which he would be fairly comfort- 
able for two or three days. He thinks that emotion 
or excitement of any kind tends to bring on the more 
severe attacks. 

Various plans of treatment including counter-irrita- 
tion, nervines, galvanism and narcotics have been 
tried without success and he has steadily grown 
worse. He has taken arsenic until oedema of the 
eyelids and cheeks developed. Some temporary relief 
appeared to follow a long course of galvanism and 
Turkish baths. 

On examination the patient is poorly nourished, 
rather undersized and anaemic. His expression is 
dull and apathetic. His head is carried in the 
characteristic torticollis position, flexed to the right, 
slightly bent forward, the chin strongly rotated to 
the left. The right shoulder is elevated and a slight 
want of symmetry is apparent in the features ; the 
angle of the mouth and outer canthus of the eye on 
the right side being depresssd. On passive motion 
there is marked resistance which cannot be overcome 
on attemptiong to rotate the head toward the median 
line. The upper fibres of the right trapezius and 
both the clavicular and sternal portions of the stemo- 
mastoid are firmly contracted and rigid. Later both 
muscles were observed in a state of extreme tonic 
spasm in which the chin was strongly pressed against 
the chest, the face became congested and cyanotic, 
turgid and visibly pulsating. During these exacerba- 
tions the right shoulder is drawn up and severe pain 
is referred to the occiput and back of the neck. 
These paroxysms, the patient states, last from a few 
minutes to several hours. 



The heart, lungs and urine are normal. 

After two weeks of medical treatment, during* 
which morphine and a mixture of hyoscyamus, 
conium and cannabis indica, pushed to their full 
narcotic effect, were the only drugs which appeared 
of the slightest benefit, resection of the spinal ac- 
cesory nerve was decided upon. 

Operation, October 3d, under the usual antiseptic 
precautions. An incision two and a half inches long 
was made down upon the anterior border of the right 
stemo-mastoid, beginning half an inch below the 
mastoid process. The integument and fasciae were 
successively divided, care being taken throughout the 
operation to closely hug the muscle as a guide. After 
dividing the platysma and deep cervical fascia the 
dissection was continued beneath the sterno-mastoid, 
and the spinal accessory found at the point where it 
pierces the under surface of the muscle. The nerve, 
normal in appearance, was caught on a tenaculum and 
dissected up to near where it emerges beneath the 
posterior belly of the digastric, lying to the outer side 
of the internal jugular vein which was plainly ex- 
posed at the bottom of the wound. A full inch was 
excised and the operation completed by providing for 
drainage at the lower angle of the wound, closing 
with catgut sutures and applying a firm dressing. 
There was no troublesome hemorrhage and no especial 
difficulty in finding the nerve. 

As the patient came out of anaesthesia there was 
not any recurrence of spasm in the muscles supplied 
by the spinal accessory, but the head remained de- 
fiected to the left and occasional slight twitchings of 
the left shoulder were observed. The head was more 
movable and when held in corrected position there 
was much less tendency to deviate than before the 
operation. Increased resistance was felt at the back 
of the neck on the left side, and the splenius capitis 
could be felt as a hard roll beneath the anterior border 
of the left trapezius. On account of this rigidity and 
the convulsive twitching of the left shoulder it was 
feared that the condition might become as bad as 
before the operation and that the result might be 
merely the shifting of the disease to another group 
of muscles. At the beginning of the operation the 
spasm seemed to be limited entirely to the distribu- 
tion of the right spinal accessory ; it was now appar- 
ent that the deeper rotators of the head were involved 
as well. As a precaution the patient was kept for 
several days under the infinence of morphine by local 
injections in the substance of the splenius. 

The wound healed kindly and there was a marked 
improvement in all the symptoms, but not the im- 
mediate and complete relief which had been hoped 
for. There were occasional attacks of pain in the 
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head and neck^ but in nothing like their former 
aeverity. The patient was kept under daily observa- 
tion and treatment for six weeks after operation. 
He improved in general nutrition under tonics of 
iron, cinchona and cod-liver-oil, and the rigidity at 
the back of the neck appeared to be benefitted by in- 
jections of curarin and the daily application of ponl- 
tices. During the after-treatment the patient was 
subject to restlessness, sleeplessness, was easily fright- 
ened, at times had morbid fancies, nervous chills and 
hot flashes. It was incidentally discovered that he 
was a favorable subject for hypnotism, and these 
hysterical symptoms and the pain in the neck and 
head were readily controlled thereafter by suggestion. 

When his attention was diverted from himself, as 
in conversation or by music, the position of his head 
was much better, but as soon as his improvement 
was remarked and he became conscious of it himself 
there was an immediate return of the torticollis. 
There has been a gradual and continuous improve- 
ment since and now, five months after the operation, 
although there is not yet entire freedom in rotation 
to the right, yet he carries his head erect and per- 
fectly straight without diflficulty and is free from 
spasm. It is almost unnecessary to add that he was 
advised against the continuation of the practice 
which it is believed was a cause of his condition. 

The pathology of spasmodic torticollis is practically 
nil. In some of the cases reported, a degeneration of 
the spinal accessory with sclerosis and the appearances 
of a local neuritis have been described, but where 
the nerve has been examined microscopically it has 
in most cases been found normal. Some authorities 
have considered the disease to be of central origin, 
and Keen, of Philadelphia, has even suggested as one 
of the possibilities of brain surgery the excision of 
the cortical center for rotation of the head. Ferrier 
and Horsley, however, declare that this center is too 
ill defined to render such an operation admissible in 
the present state of knowledge. 

The etiology is as unsatisfactory. In most cases 
no cause can bo assigned. It is often a symptom of 
hysteria, but it is then less persistent and far more 
amenable to treatment. Rheumatism and exposure 
are invoked as exciting causes, there may bo an ante- 
cedent history of overwork or mental anxiety, and 
Gowers states that the disease may occur in the 
coarse of malarial or lead poisoning. In the cose 
here reported there can be scarcely a doubt that the 
direct cause is to be found in the perverted sexual 
excesses which preceded so conspicuously the de- 
velopment of the disease. 

As regards treatment, an analysis of the cases re- 
ported demonstrates the little benefit to be derived 
from drugs except where the condition is associated 



with hysteria. Of the motor depressants, good re- 
sults have occasionally been obtained from gelsemium. 
Bassette {Journal of Nervous and Mental Diseases, 
June 1890, Vol I., p. 394) reports obstinate cases 
which have been benefitted, and Weir Mitchell {Ibidy 
p. 417) cured two with gelsemium pushed to a full 
physiological effect. Morphine will control the spasm, 
but as there is the dread alternative of the habit 
it should be reserved in all cases as a dernier resort. 
Orthopaedic appliances are of little use in the spas- 
modic form of torticollis for the reason that the 
patient cannot tolerate any form of fixation apparatus 
when the spasm is severe. Dr. M. Allen Starr has 
told me of an interesting case in which the spasm 
was checked by making pressure over a circum- 
scribed area about the occipital protuberance to 
which pain and tenderness were referred. At the 
Orthopaedic Dispensary an apparatus, a modification 
of the Taylor spinal assistant, was applied in such a 
way as to make constant pressure upon this hyperaes- 
thetic spot. This patient returned to the dispensary 
a few weeks ago reporting a complete cure. A simi- 
lar case is that of a prominent New York politician 
who suffers from spasmodic attacks of torticollis and 
finds that he can relieve the painful contraction by 
pressing on the back of his neck with the head of 
his cane or the handle of an umbrella. Most of the 
cases of true spasmodic torticollis, however, are not 
amenable to such simple means of treatment and 
either go unrelieved or come to operation. The re- 
sults of resection of the spinal accessory nerve, as in 
the present case, are usually good and the operation 
can now be considered well established. Petit 
(Z* Union Midicale, July 9th, 1891) has collected 
twenty-six cases. Of these, thirteen were entirely 
cured ; seven suflffciently improved to resujne their 
habitual occupations ; in five, the relief was but 
slight, and there was one death from erysipelas. 
The incision upon the anterior border of the sterno- 
mastoid is the one usually preferred. Stretching 
the nerve has been tried, but the results are unsatis- 
factory. Simple division does not give as good re- 
sults as where a considerable portion of the nerve is 
excised. Collier {Lancet, June 21, 1890, p. 1354) 
reports a case successfully treated by ligaturing and 
compressing the nerve with a tightly twisted silver 
wire. An unsuccessful case similarly treated is re- 
ported by Deaver and Mills {Journal of Nervous 
and Mental Diseases, vol. 17, p. 834). In the same 
journal (p. 832) an interesting case illustrating the 
failure of even the most radical surgery is reported 
by Morris J. Lewis. In his case both stcrno- 
mastoids were entirely removed and both spinal ac- 
cessories excised, bat the tonic spasm and faulty 
position of the head persisted. 
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In cases where the deep posterior rotator mnscles 
of the head are inyolved^ Keen has described {Annals 
of Surgery Journal^ Jan. 1891, vol. xiii, p. 44) a 
method of excising the posterior divisions of the first 
three cervical nerves which supply the splenius capitis, 
rectus capitis posticus major, and the obliquns in- 
ferior, the muscles chiefly implicated. This proce- 
dure is not always necessary, however, even where 
there is spasm of the deep muscles, as is shown in 
the present case, in which there has been for months 
a continuous improvement following excision of the 
spinal accessory alone. 

330 West 67th St. 



BUPTUEE OF THE UEINAET BLADDEE, WITH 
FEAOTUEE OF THE SYMPHYSIS PUBIS. 



By AuGUSTE Rhu, M.D., Marion, Ohio. 



I trust that the following history of a somewhat 
rare case will prove of sufficient interest to warrant a 
careful perusal. 

Mr. Orvin Beem, aged 61, was engaged in excavat- 
ing a deep sewer ditch, the sides of which caved in, 
and he was caught under the falling earth, which 
covered his chest and abdomen and pinioned him 
down. He was extricated by his fellow workmen^ 
who took hold of his arms and upper part of his 
trunk as best they could, thus raising him by main 
force. It was found that he could not walk, and was 
consequently carried to his son's home near by. 
The physician called examined him carefully, and 
caused the reporters for the daily papers to announce 
that his patient was only slighly hurt, somewhat 
bruised and would be out in a few days. He gave him 
a hypodermic of morphia and advised rest, and pre- 
scribed a lotion containing opium, hamamelis and 
arnica to be applied over the bruised hips and ab- 
domen. The following day January 28, 1892 it was 
observed that he had not as yet passed any urine 
since the injury, the day before, whereupon the at- 
tending physician attempted to pass a catheter with- 
out avail. 

Thus far it had not been thought worth while to 
call in a surgeon for advice. But on the evening of 
the second day I was hastily summoned and found 
the following status prMsens, An old man lying in 
dorsal decubitus on a low bed lounge, in a small 
kitchen covered by quilts ; in fact a more uninviting 
unsanitory condition and surroundings for such a 
case could not readily be imagined. On inquiry, the 
attending physician said the patient had not passed 
any urine for two days or more, and asked me to 
catheterize him. The patient was well nourished, but 
had an anxious, but somewhat stupid expression. 



Pulse 120, temperature 97^ F., respiration 24. The 
abdomen was tympanitic, the skin over pubis ecchy- 
moscd, this ecchymosis extending from the hypogas- 
tric region upward to the right inguinal, iliac and 
lumbar regions. The scrotum was also inflamed and 
distended with fluid. The thighs and hypogastric 
regions were bespattered with blood. On passing 
the catheter into bladder, no urine was found, only 
a few drops of blood. On further examination of 
the hypogastric region, by palpation and jiercussion, 
I found a general infiltration of fluid jnst over the 
pubis, a large swelling, consisting chiefly of fluid, the 
splashing sound of which, could be heard by all 
present in the room. On the ground of these pa- 
thological conditions, I made a diagnosis of rupt- 
ure of the urinary bladder and fracture of the sym- 
physis pubis. At this point the attending physician 
urgently recommended that the bladder should be 
aspirated, to which I strongly objected. This sug- 
gestion, however, being not kindly received, I advised 
that another surgeon be called in to decide whether 
or not aspiration should be resorted to. Conse- 
quently two other physicians and surgeons were called 
in and the bladder was again explored with a silver 
catheter. At first no urine came, but later on quite 
a quantity of decomposed urine began to flow. The 
patient was flnally moved into a clean bed and a 
large room and made quite comfortable. The physi- 
cians all advised that the catheter should be left in 
the bladder during the night and results awaited, 
basing their hopes on opium and nature. They gave 
a somewhat favorable prognosis. 

My connection with the case here ceased for a time, 
since the three physicians thought that there was no 
rupture of the bladder. Another two days passed, 
but no improvement set in. The family again re 
quested me to see the patient and placed the case in 
my hands, after I had given a fatal prognosis. I 
rendered the abdomen and body antiseptic and 
washed out the bladder with Thiersch's solution, and 
drained with a soft catheter, syphoning the fluid out 
as rapidly as formed. I advised against any opera- 
tive interference at this late stage, since septicaemia 
had been present for several days and the case was 
necessary fatal. No improvement occurred and he 
died quietly on the beginning of the eight day of his 
illness. 

On post-mortem examination I found the bladder 
ruptured anteriorly and laterally on the right side, 
containing no urine, completly collapsed and mat- 
tered together by inflammatory exudation. There 
was also a fracture of the symphysis pubis, the separa- 
tion measuring four centimeters. On opening the 
peritoneal cavity I found the peritoneum and the head 
of the colon markedly inflamed, the same changes 
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inTolving some convolatioiiB of the small intestines. 
The liver was also markedly inflamed. At the base 
of the csecum there was a peritoneal rent in which 
tiie appendix vermiformis had become prolapsed, the 
appendix containing two faecal enteroliths the size 
of large beans. A temporary vesical cavity had been 
formed in the tissues surrounding the bladder, occu- 
pying the space between the separated pubic arches 
anteriorly and superiorly, extending from there to 
the right side of the pubic arch, descending as low as 
the ischium. There was also infiltration of the 
scrotum. 

In presenting the above somewhat rare case in 
detail^ I trust the surgeon will find some few thoughts 
worthy of notice. A correct diagnosis is of para- 
mount importance, and ought to be made at the 
first examination, for if operative means are to be 
adopted, they must be resorted to at once and not on 
the third or fourth day. The chief diagnostic points 
to be remembered, are pain, inability to urinate ; on 
catheterising the bladder, no urine will be found, a 
few drops of blood may be all thatjs withdrawn. In 
injuries involving the deep urethra we would find in- 
filtration of urine into the scrotum and surrounding 
soft tissues of the hypogastric region, under such 
circumstances we also would strongly suspect frac- 
ture of the symphysis pubes. General shock is pres- 
ent. On careful palpation and percussion the fluid 
surrounding the bladder can be easily detected. In 
an intra-peritoneal rupture of the urinary bladder, 
we would expect a still greater degree of surgioal 
shock and a rapidly developing peritonitis. From 
the above it Avill be readily appreciated that in all 
forms of rupture of the urinary bladder either intra- 
or extra-peritoneal, prompt surgical procedures should 
be adopted. The use of an aspirating apparatus 
should be avoided, for no good is likely to be ac- 
complished by this measure. It should never be 
forgotten that a rupture of the bladder may be com- 
plicated by fracture of the symphysis pubis, or some 
one of the bones composing the pelvis. 



BELIEF OF DEFOEMITT AFTER A OOMPLIOATED 
POTTS FKAOTUEE. 

By James E. Moore, M.D., 

Surgeon to Jforthwettem and St. Bamc^bas HotpUaiU, 
Minneapolis, Minn, 



In December 1891, Mrs. W., aged thirty, was sent 
to me by her family physician, on account of a 
crippled foot, which was the result of a runaway 
accident occurring about six months before. The 
foot had been caught between the spokes of a wheel 



and twisted in sucl^ a manner as to cause a fracture 
of the fibula about three inches above the ankle, and 
of the inner malleolus at its base. The ligaments 
about the ankle joint had also been badly torn. 

Upon examination the foot was found everted and 
the heel drawn up. The bones had united so that a 
line drawn along the crest of the tibia fell two inches 
inside of the bottom of the foot. Where the fracture 
of the tibia had united there were sharp bony pro- 
jections covered by skin of a dark blue color, and so 
sensitive that the patient could not wear a shoe. In 
the center of the plantar fascia was a very tender 
protuberance, so hard that it was believed to be a 
spicula of bone. The whole foot was swollen, blue, 
and so tender that no weight could be borne upon it. 

December 26, with the patient under chloroform, I 
proceeded to relieve the deformity in the following 
manner : An Esmarch was first applied from the toes 
to a point just above the knee. After a thorough 
cleansing of the foot and leg with soap and water, 
ether, and bichloride solution, the operation was per- 
formed aseptically. No sponges or antiseptic lotions 
were allowed to touch the wounds. 

The first incision was made in the sole of the foot 
over the tender spot in the plantar fascia. The hard 
elevation was found to be contracted and thickened 
fascia. The fascia was cut transversely and the super- 
ficial wound closed with fine catgut. The tendo 
Achilles was next tenotomized and the toes elevated. 
Extensive adhesions were broken up in the ankle, and 
all of the joints of the foot. An incision was now 
made over the projecting bony prominences on the in- 
ner malleolus, the periosteum elevated, and the bony 
points chiseled off. The periosteum and integument 
were separately closed with fine catgut. The next 
point of attack was on the outer side of the leg, where 
an incision three inches long was made and the fibula 
broken with an osteotome. The wound was closed as 
before. Finally, an incision was made along the 
inner side of the tibia and that bone broken with an 
osteotome about two and one-half inches above the 
seat of the old fracture. This wound was also closed 
with fine catgut sutures. 

The foot was now placed in the normal position, a 
light dressing of bichloride gauze and absorbent 
cotton applied, and over this a plaster-cast from point 
of toes to knee. As soon as the plaster hardened the 
foot was elevated and the tourniquet removed. 

For the first few days the patient had a slight rise 
of temperature, the highest being 100.2°. At the end 
of ten days the dressings were removed, when union 
by first intention was found throughout. A plaster 
dressing was again applied, extending above the knee. 
This dressing was removed after four weeks, or a little 
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over five weeks after the operation^ when firm bony 
imian wm found to have taken place. The deformity 
had been completely overcome, and the position of 
the foot was everything that conld be desired. 

After the first three weeks the patient had been 
encouraged to walk upon crutches, and by the time 
the dressings were removed she could get about very 
comfortably. As soon as the dressings were removed 
I began passive motion, and ordered massage every 
day. At the very beginning of passive motion the 
foot was less sensitive than it had been just before the 
operation. The breaking up of the adhesions in the 
various joints had much to do with relieving the 
excessive tenderness. The patient was advised to 
bear as much weight upon the foot as possible, and 
when she went home seven weeks after the opera- 
tion, she could walk nicely with a crutch and cane. 
Twelve weeks after the operation, she writes that she 
can walk about the house very comfortably without 
crutch or cane, but that she still needs help in walk- 
ing any distance, on account of her foot and leg being 
easily tired. 

The result is now perfectly satisfactory to both 
patient and surgeon. 



A OASE OF EXOISION OF ALL BUT THE AGBOKIAL 
AETIGTTLAB EITO OF THE OLAVIOLE FOE 8AB- 
GOMA, WITH UNUSUAL POWERS OF 
MOTIOH AS A BE8ULT. 



By Georgb G. Van Schaick, M. D. 
Surgeon and PeUhdogut to the French ffoepital, Inetrttetor in 
the New York Poit-Oraduate Medical School and 
Ebepital, etc. 



Excision of the clavicle is an operation offering but 
little difficulty in itself, and has now been done too 
frequently to deserve of every case being reported. 
The unusual control possessed by my patient, after 
recovery from the operatiou, over the movements of 
his arm and shoulder, may however possess some 
interest. 

The only element of danger and difficulty in such 
operations lies in the occasional large size of the 
tumors to be extirpated, and in the involvement of 
structures underlying the diseased bone, the removal 
of which necessitates careful dissection among large 
vessels, with possible wounding of these or of the 
pleura. 

The patient was admitted to the hospital in Sep- 
tember, 1890. He was strong and healthy and nine- 
teen years of age. A tumor nearly the size of a hen's 
egg appeared over the junction of the sternal and 
middle third of the right clavicle, and had been 



treated with horse-liniment in a rather heroic way, 
leaving a large and badly blistered surface over the 
site of the tumor. The patient bad noticed the 
growth since three or four weeks only. In order to 
determine with certainty its nature I caused nitrous 
oxide gas to be administered, made a small incision 
over the tumor, and with a small trephine quickly 
removed enough tissue for a microscopical examina- 
tion. This revealed a typical sarcoma. 

The next day the patient was etherized, and an 
incision was made over the whole length of the 
clavicle. The bone was then cut through as near the 
acromial end as possible with a Listen forceps. The 
proximal end was then raised to some extent with 
the lion-jaw forceps, and I proceeded to detach it 
from its attachments, with knife and raspatory. 
The bone broke, however, at the beginning of the 
diseased portion, from the tension of the forceps, 
though but very moderate force was brought to bear. 
The tumefied portion of the bone was soon lifted 
from its bed, turned over to the left side of the 
patient, and the ligaments were severed by cutting 
from the posterior aspect. A certain amount of 
tissue was then removed, where the growth seemed 
to have involved underlying structures. An antisep- 
tic dressing was then applied after suturing the skin, 
and the patient placed in bed with his arm bandaged 
in the position used in fracture of the clavicle. 

There was no febrile reaction at any time, and on 
the day after the operation the patient, during a 
moment's absence of the nurse, got up and was 
taking a walk through the ward when ordered to get 
to bed again immediately. The wound healed 
rapidly, and in a fortnight, having been allowed to 
go about the wards without any bandage to restrain 
arm and shoulder motion, I saw him, to my surprise, 
carrying a heavy pail full of water with his right 
hand, in evident enjoyment of the feat. I forbade 
such experiments, and on examination could see no 
limitation to the movements of the arm and shoulder. 
Neither was there any depression of the right shoul- 
der. Some months after he left the hospital, in 
answer to a letter of enquiry he replied that he could 
use the arm with no trouble, and that he merely 
thought the arm was not quite as strong as the other. 
He promised to report in case he had any trouble or 
recurrence of the growth, and as I have not heard 
from him for over a year I fancy the result to have 
been a very good one. Before his departure I had 
planned some sort of an artificial support to the 
shoulder, but I was soon convinced that he did not 
need one. Such a result could of course not have 
been attained had the man not been a very muscular 
individual. 
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DCFSOTED TRAOnOV DTSTSTTHENT FOB 

DBEssnra feaotubes. 



By George W. King, M.D., Helena, Mont. 
Surgeon for the Montana Co, 



Since the publication of my article entitled "Con- 
venient Method of Applying Plaster of Paris Dressing 
in Recent Fractures of the Leg," I have received many 
letters of inquiry from physicians, concerning the 
extension device therein described. The attempts by 
others to apply the principle from the directions 
given, have so far resulted in the production of cum- 
bersome affairs that would very soon consign to 



bandages or other dressings that may be desired. A 
sliding rule for accurate measurement of the limbs 
completes the outfit. Thus equipped, the physician 
is ready to undertake the reduction of any fracture 
single handed, and with satisfaction to himself and 
patient. Fractures of the arm and forearm may be 
treated by this method whenever the necessity for its 
use arises. Absolute fixation of a limb during the 
bandaging is, perhaps, the principal indication during 
the process. Unfortunately, this can be only ap- 
proximated by the usual method employed. The 



Apparatus applied for fractnrea below the knee. 

oblivion any discovery, however valuable. The diflS- 
cnlties of constructing a satisfactory machine without 
personal supervision are so great, that I have been 
compelled to continue my efforts, in order to prepare 
a model from which the instrument can be easily 
manufactured. In accomplishing this work, I am 
greatly indebted to Mr. E. D. Williams, of Marysville, 
Montana, for the able manner in which he has carried 
out the designs, and also to Mr. G. H. Robinson, the 
General Manager of the Montana Company Limited 
for his valuable suggestions. 




Apparatus applied for fraotnree above the knee. 
The improved instrument is constructed entirely of 
metal, nickle plated or japanned, and is especially 
designed for convenience and portability. When 
folded, it takes up but little space, and can be carried 
in a case adapted for the purpose. The latter con- 
tains also a small compartment for a few plaster 



Apparatus applied for f raotares below the elbow. 

hands of an assistant are in the way, and the tension 
is usually varied whenever their position is changed. 
Muscular action promptly takes advantage of the 
slightest relaxation of the extending force, and thus 
displacements occur. I believe that the first dressing 
applied to a fractured limb is the most important of 
all, every detail should be carefully attended to, the 
fragments placed in the best position possible, for 



Apparatus applied for fractures above the elbow. 

after a week's retention in splints, the muscles of a limb 
become fixed and unyielding. But very little change 
can be affected in the position of the fragments after 
that time. It is true that exaggerated angular defor- 
mities may be corrected ; but the lesser deviations, 
that in the final result are so annoying, should invari- 
ably be remedied before effusion takes place into the 
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muscles near the seat of the fracture. These con- 
siderations outweigh all minor ones in the treatment 
of fractures. I am well aware that perfect results are 
not to be expected in the most serious injuries. Any 
plan therefore^ that facilitates the treatment of such 
cases, cannot fail to be of interest to every physician. 

During the past year I have had ample opportunity 
to test the efficiency of the extension apparatus ; and 
am well pleased with the plan. I no longer hesitate 
to apply the plaster of Paris bandage as a primary 
dressing in all cases that admit of any tofm of 
retention. Should the patient reside at a distance, 
and the limb be severely contused, it is well, as a 
matter of precaution, to take out a narrow strip from 
the anterior surface of the splint. 

This can be readily done by applying a little nitric 
acid to soften the plaster of Paris before cutting. 
Two bands of elastic webbing should then be used to 
retain the splint in position, avoiding the danger of 
strangulation of the limb. 

In the majority of cases this proceeding is unneces- 
sary. 

The accompanying engravings illustrate the changes 
that have been made in the instrument. 

729 Eighth Avenue. 



Cinnamic Acid in Surgical Tuberculosis.— 

Dr. A. Landerer has employed this remedy in 45 
cases, of which 31 were cured, 7 improved, 1 unre- 
lieved, 2 died, and 4 were still under treatment at 
the time of the report. In cases tubercular arthritis 
an emulsion of cinnamic acid was injected into the 
joints, the following formula being employed. 

Acid cinnamic 6.0 

01. amygdal 10.0 

Vitelli otI nnins 

Sol. sodii chlorid (0.7 per cent) 

q. 8. at flat emolsio 100.0 

The cinnamic acid is first rubbed fine with the 
oil, then the fresh yolk of one egg is added ; after 
these have been mixed together the salt solution is 
added in drops. The resulting emulsion has a 
strongly acid reaction, which before it is used must be 
neutralized by addition of a 25 per cent, solution of 
potassium hydrate. About 5 c. cm. is deeply injected 
and the injection repeated twice a week. In cases 
of fistulous processes a solution of cinnamic acid in 
alcohol (1 to 20) was injected into the surrounding 
tissues. If this was insufficient the foci were laid 
bare, curetted and tamponed with balsam of Peru 
gauze, or cauterized with cinnamic acid in alcohol. 
Frequent irrigation of wound cavities with the latter 
or with Peru balsam was also found of value. — Wien. 
Medizin, Presse, No. 11, 1892. 



Qri9i(:al D^partm^ot 

DOUBLE ffATtP, UP-OPEEATIOH OH THE PALM OP 
THE HAHD FOE EXTEAOnOU OF A NEEDLE— 
OHEOinO EHEUltATIO ABTHEITI8— FIBEO- 
ADEiroUA OF THE BBEAST. 



By Charles McBuhney, M. D., 

Profesior of Burgery at the College of Phyaiciane and Sur- 
geoM, JT. r. ; VieUing Surgeon to Booeeteli ffoepUaZ. 

Oentlehek : I will show you in the first case 
that I present to you to day is one of the most perfect 
examples possible of a highly developed hare lip with 
cleft palate. You notice when you look at this case 
certain features that affect the prognosis and method 
of treatment to a very great degree. 

In the first place, this child is under three months 
of age. The question of feeding is a very important 
point in these cases, both with reference to the 
manner of administering food and the taking of 
sufficient food to keep up nutrition. You will some- 
times find a great difference in the case of two patients 
with hare lip, onb of them being well nourished, while 
the other is able to take but little food owing to the 
malformation of the lip, and gradually wastes away. 
When you examine such a case you will notice that 
the fissure is double in front and perfectly symmet- 
rical. Then you will notice a prominent inter- 
maxillary bone, having to upper incisions, which 
projects very markedly forward and is attached to- 
wards the septum. You will also notice that the 
septum of the nose is in a very unfavorable situation, 
that is, the upper lip is completely lost, the whole 
structure being represented by this little bit of tissue 
that you see here. 

If you look into the mouth of this patient you will 
see a very marked separation of the upper jaws fully 
an inch in width, and a very complete cleft running 
far back, with ulceration of the lower edge of the bone 
due to the action of the nipple of the nursing bottle. 
When it comes to the question of operative interfer. 
ence for the relief of this patient's condition, we have 
a good many things to take into consideration. In 
the first place, the child is very young. Any surgical 
operation is one of serious importance. Some of these 
cases die from hemorrhage alone due to the operation. 
The main point to be considered is whether the child 
requires an operation at all at the present time. Some 
cases absolutely do, and some do not, it being wholly 
a question of nutrition. If the child is thriving 
while being fed on the spoon, bottle or breast, then I 
never advise an operation until the age of three 
months has been reached. Different periods are 
selected by different operators, but as a rule, after the 
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age of three months, surgical interference is permitted. 
If yon find that no method of nutrition will avail and 
that the child is wasting away on account of the 
mechanical trouble present, then, of course, operative 
measures are indicated, though the risk be great, and 
this operation consists in closing the anterior opening 
alone. If that can be closed, then the child will be 
able to take food and take it well. This is the only 
procedure that is called for at this early stage. 

When it comes to a question as to what you should 
do in a case like this and what prognosis you should 
offer, you are very much limited. Although you can 
unquestionably bring these parts together in such a 
manner as to make a shapely and useful upper lip, 
yon have some some difficulties to contend with and 
can never secure a perfect result. 

The procedure to adopt in this case is to attack the 
vomer at its anterior aspect, separate the mucous 
membrane on either side, and take out a V shaped 
portion of the bone, so as to allow this part to slip 
back and close up the Y. When thi^ has been ac- 
complished, then this portion of the upper lip and 
septum being separated from the bones, has to be 
freshened on either side and the parts approxi- 
mated. This procedure requires a good deal of time 
and cannot be done hurriedly as the ordinary operation 
for cleft palate. When you have accomplished this 
you have done a great deal for the nutrition of the 
patient. 

Surgical procedures, although comparatively per- 
fect, are yet very liable in such an extreme case as 
this to fail on account of the tension of the parts. 
Very much more is accomplished by an artificial ap- 
pliance than by any surgical operation on the deeper 
fissure. An appliance of metal or hard rubber will 
contribute very largely to the development and for- 
mation of the voice. So that nothing like a perfect 
result could be secured by any procedure that 1 know 
of in this case. 

The next patient is a woman, forty years of age, 
who suffers from a condition which you will meet 
with very often in your practice. Three weeks ago, 
while scrubbing the floor of her room, a piece of a 
needle entered the palm of her hand, and she has 
what is very common in these cases an increasing 
pain, which often comes on late after the receipt of 
such an injury. Up to this time she has complained 
of no trouble, but she suffers at present from a great 
deal of pain. This pain is, I have no doubt, pro- 
duced by a very slow inflammation that has been 
set up and which not infrequently results in a suppu- 
rative process extending up the course of the tendons. 
If this had not given rise to pain one would hardly 
be inclmed to think that the injury was of sufficient 
gravity to justify Operative interference. As, how- 



ever, she complains of pain with more or less disa- 
bility of the hand, an operation would be indicated 
sooner or later for the removal of this foreign body. 
If you begin to operate in a careless way in a case 
like this you will find nothing, and the blood and 
suffused connective tissue will confuse you. I have 
seen operations for extraction of a needle in tl^e palm 
of the hand last an hour and nothing was absolutely 
found, yet the needle was still there. I would there- 
fore impress upon you the importance of a very oare- 
ful and systematic operation. It should be done 
under use of an Esmarch's bandage applied around' 
the hand, and after the part has been emptied of 
blood, a free incision is made, under the most care* 
f ul antisepsis. If you want to expose the parts satis- . 
factorily, you should make a wide opening such as 
will allow you to inspect a considerable area. A very 
good way to do this is to cut away a square flap and 
turn it up, so as to uncover quite a large area, and by 
carefully examining this you will be very apt to find 
the needle. If you do not find it, take a clean 
needle and gently probe pushing through the tissues 
to see if you cannot strike the foreign body. This 
operation should be done as carefully and under as 
strict aseptic precautions as if you were performing a 
serious operative procedure. 

The next patient is a man aged thirty-five, who 
has a tumor of considerable size which presents some 
difficulties of diagnosis. I find a very firm swelling 
situated on and connected with the right jaw. It is 
not tender to the touch, is about an inch in diame- 
ter and very firmly attached to the bone, but not to 
the soft parts. There is no history of injury, and 
the patient says this trouble has lasted for about six 
months. 

In looking into this man^s mouth I find no change 
•in the mucous membrane of the cheek, but on feel- 
ing for the tumor I find it is attached to the jaw,, 
overhanging its upper edge in the region of the 
molar teeth. What you will especially observe is the 
situation of this growth, which is more posterior 
than that of a necrotic process in the jaw connected 
with a carious tooth. I see a small opening in the 
growth which is significant, and it is possible we 
have to deal with an ordinary infiammatory process, 
though I find no signs of pus. A small fistulous 
opening exists on the inside of the jaw which dis- 
charges nothing but blood, and by the aid of a probe 
I can feel no dead bone. The mere fact that this 
opening exists; though it does not discharge pus, is 
suggestive of a chronic periostitis dependent upon 
irritative action at the root of one of the posterior 
molars and upon the presence of dead bone. As I 
have already said, I can feel no dead bone with the 
probe, and I am not at all sure as to the nature of 
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the trouble here. It may be a sarcomatous disease 
affecting the periosteum, or having its origin in the 
l)one itself and involving the soft parts overlying it. 

What is demanded in the diagnosis of this case is a 
<;areful examination of the swelling after an incision 
within the mouth. If a new-growth has been formed 
it means that excision of a considerable area of bone 
will b(B necessary. It is important then to make a 
positive diagnosis and this should be done, I think, 
from the interior of the cheek. 

I show you next a case of more than usual interest. 
. The patient is a man, fifty-one years of age, who 
some thirty-five years ago injured his right knee, 
'but has been able to go about since the accident. 
Like a great many •f these cases it is very difficult at 
times to obtain a history that will give you a clear 
idea of the nature of the various pathological pro- 
cesses that have transpired. 

We find here a trouble beginning thirty-five years 
ago and originating in a distinct traumatism. The 
limb has been more or less useful ever since, but has 
been lately getting worse. You also see a consider- 
able amount of deformity, with projection of the 
internal condyle, and the presence of some fluid in 
the joint. On handling the knee, quite a number of 
loose masses can be felt in different parts of the joint. 
This would suggest a rheumatic condition, affecting 
the knee joint and leading to such changes in its 
nutrition as to give rise to ossification of portions 
of the synovial membrane, together with thickening 
and even outgrowths at various points of the lower 
end of the femur or head of the tibia. Of course, 
jBuch a condition results in much impairment of the 
mechanism of the joint. There is present here a 
large amount of interference with the power of ex- 
tension and flexion, and the patient can bend his leg 
through an angle of only about thirty degrees. Alto* 
gether the joint is very seriously impaired. 

The presence of the fluid would, of course, incline 
one to look upon it as a cause of the trouble, and 
treat the case by its removal. Though this treat- 
ment is proper enough where fluid is the result of 
chronic synovitis, yet in cases like this you will 
liave to dispense with this procedure. These loose 
l)odies represent only one part of an extensive change 
of the whole synovial membrane, the entire cartilagi- 
nous substance, all the ligaments and all the synovial 
fringes have been altered in structure. It is hardly 
possible by any single means short of a cutting 
operation to bring about a cure in this case. The 
question is, shall excision of the whole knee-joint be 
performed, which will give this man a peimanently 
fixed limb, or shall we go still further and remove 
the limb above the seat of disease. This is a serious 
lonestion to answer, but the age of the patient has a 



great deal to do with it. If this man were thirty 
years old and the disease had existed only a few years, 
I should advise excision of the joint and bring about 
anchylosis. At this man^s age, if I were in his con- 
dition, I would have the limb removed above the seat 
of disease and put an end to the trouble with greater 
safety than by excision. 

The next patient is a young woman, eighteen 
years of age, who some two years ago sustained an 
injury to her right breast. She noticed nothing 
wrong, however, until a year ago, when a small lump 
made its appearance which she thinks has not grown 
much since then. During the past six months, how- 
ever, it has increased more rapidly in size. 

We have here a decided tumor, originating appar- 
ently from a traumatism. It is as hard to the feci 
as a mass of cartilage and is exceedingly movable 
under the skin and on the thoracic wall. It is free 
from tenderness, is somewhat nodulated, and the 
rest of. the mammary gland is not involved. This 
tumor is a very characteristic example of a neoplasm 
produced either by injury or some change due to 
causes unknown to us, and affecting an isolated por- 
tion of the gland structure. This is what is known 
as a fibro-adenoma, is perfectly harmless and does 
not interfere with the function of the gland in the 
least. Nevertheless, such a swelling as this will oc- 
casionally undergo changes. After a number of 
years duration such swellings ai^ apt to take on a 
sarcomatous or carcinomatous character, particularly 
if they are again subjected to traumatisms. For 
that reason, an operation is, I think, usually indi- 
cated. Another reason for operation is the very 
great importance to be attached to tumors of the 
breast in woman. A young woman like this, if she 
has anything the matter with her breast, will devote 
a large share of her attention to the trouble. Her 
friends may tell her that she has cancer of the breast, 
and if the patient gets this idea once firmly rooted 
in her mind no amount of persuasion on the part of 
a surgeon or physician can drive it out. 

Now, in regard to the operation itself, do not 
make the mistake of removing the entire breast for a 
tumor of this kind, for it is only a short time ago 
that I saw this procedure resorted to in a similar 
case. The growth can be removed by an incision 
that will not mutilate the gland and leave no defect 
except a very slight scar on the outer surface. The 
incision may be made along the lower edge of the 
breast and away from the gland' tissue, the skin 
being slightly drawn up until the edge of the tumor 
itself is exposed, when it can usually be shelled out 
with but little difficulty. The entire scar will then 
lie underneath the breast, leaving no defect in the 
external appearance of the gland. 
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OASTBOEHTEB08TOHTH3ABOOMA OF THE OHEEK- 
TTTBEROITIiOSIS OF THE TESTIS. 



By K. F. Wbie, M. D. 

Qmieal ProfMtor of 8argm^ at the OoUege of PhysManB and 

Surgeons, N. F., Vieiting Surgeon to the New York 

ffotpital, etc. 



Gentlemen : — The patient I have Drought befoi*e 
jou has been subjected to several surgical operations. 
He is a man who has suffered for a number of years 
from gastric difficulties, and two years ago he was 
sent to me by a physician. His stomach was at that 
time so enormously dilated that it could hold ten 
pounds of fluid. He had a stenosis at the pyloric 
end of the stomach due to cicatrization of an ulcer 
hi this place. Without going into further details of 
his symptoms the question was how to relieve this 
stenosis ? 

At tliat time there was much in vogue the proce- 
dare of opening the stomach and stretching the con- 
tracted tissue. When I came to investigate this 
o|)eration I found that it had not only a heavy mor- 
tality, but in the cases operated on by the originator 
of this method, a distinguished Italian surgeon, re- 
con traction had taken place, so that the procedure 
had to be repeated. For these reasons I dismissed 
tliis o])eration and determined to resort to the widely 
accepted procedui-e of gastro-enterostomy. 

After cutting through the abdominal wall, I made 
au opening in the stomach and another in the small 
intestine, sewing the two apertures together. In so 
doing I used what is known as Abbe's catgut rings. 
In this case I encountered the same trouble in the 
Qse of catgut rings which exists in all of these plate 
operations, and that is the edge of the incised 
stomach may slip out beyond the ring. You have to 
take especial pains to either stuff it between the 
plates or put an additional row of stitches between 
the plates after they have been sutured. In the use 
of plates of whatever description it is necessary to do 
more than insert three or four stitches^ as Senn has 
advised, around the periphery of the plates, and it is 
advisable sometimes to suture them all around. Sur- 
geons have now come to the conclusion that this is 
the safest course to adopt. 

The majority of surgeons have abandoned the use 
of rings or plates not only for the reasons I have 
stated, but for the additional reason that much 
larger ones had to be employed than was at first 
thought necessary. Senn's plates originally measured 
three-quarters of an inch in their long diameter. It 
was soon found that when an opening three-quarters 
of aa inch was made between the stomach and intes- 
tine til is opening would close up entirely and the 



patient be as bad o& as before the operation. The 
same was true when the opening was made as large 
as two and even two and a half inches. So now, we 
make an opening three and a half inches in length 
and in the intestine as long as four inches. Even 
with this size there is a certain amount of contrac- 
tion. When you have plates so large and long as 
this they are likely to do damage, or they may 
stretch the small intestine by reason of their size. 
Hence it has been concluded to dispense with plates, 
and the operation can be performed as i*apidly with- 
out as with their use. The rapidity of the plate 
operation was due to the fact that it did away with 
circumferential sutures. There is now very little 
difference in time and the patients do very much 
better without them. 

All went on well in this case after operation ex- 
cept that a small amount of sugar appeared in the 
urine, due probably to the handling of the pancreas. 
He convalesced rapidly and gained in flesh and 
strength. He left the hospital, but returned at the 
end of eight months complaining of a certain amount 
of vomiting, one of the symptoms he had before the 
operation. Four months later he again came back, 
complaining of the same symptom. On examining 
the patient I noticed that the wound made above 
the umbilicus had not healed perfectly, which had 
resulted in the formation of an umbilical hernia. 
Thinking his vomiting might be due to this, I ap- 
plied a pad which kept back the hernia. A year 
later he returned to the hospital with the symptom 
of vomiting still persisting, and the thought occurred 
to me that the opening in the stomach might have 
closed again. Several surgeons have reported cases 
of closure of the gastric aperture in the course of six 
or eight months, and one case has been recorded 
where the closure had taken ])lace in three months. 
It might be that this man had got back to his origi- 
nal condition. To determine this point I inflated 
the stomach with gas, and applied a stethoscope 
below the lower border so that the end of the instru- 
ment covered the intestine. I found that air escaped 
from the stomach and heard it gurgling in the small 
intestine. Hence I knew there was still an opening 
between the stomach and intestines. I washed out 
his stomach and he improved. He left the hospital 
and disappeared from observation until I heard that 
he was in Bellevue Hospital enjoying good health, 
with the exception of his vomiting a large amount 
of fluid and undigested food every other day, and 
some pain on the left side. 

At the end of my air test experiment I came to the 
conclusion that he was suffering from dilatation of 
the stomach, that there was not sufficient muscular 
power in the stomach to force out its contents into 
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the intestine. For the relief of this condition I de- 
vised a plan which I thought at the time was origi- 
nal with myself. About a month ago I performed 
the operation. I reopened the original wound, pulled 
out the stomach and found it enormously dilated. I 
then stitched the greater curvature to the lesser 
curvature^ inserting four rows of stitches. Since 
then he has been put upon ordinary food and com- 
plains no longer of vomiting or pain. The closure 
of the abdominal wound was accomplished thor- 
oughly by silk worm gut sutures which were left in 
situ and buried beneath the skin. 

I have said that this operation was original with 
myself. Two days, however, before I did this opera- 
tion, in searching the literature on the subject, I 
learned it had been done four times by a surgeon in 
Switzerland. Several months after his operations he 
had an opportunity to make an examination of the 
stomach and found the diminution in size to persist 
in all the four cases. 

There is one other thing I wish to say in this con- 
nection. If I were to do this whole thing over again 
I would not proceed as I have done in this case. I 
have said that the operation of stretching the pylorus 
was dangerous and unsatisfactory. There is another 
operation a pyloro-plastic operation, by which the 
pylorus is made larger. This has come into vogue 
within the past two years and has so far proved to be 
better than a gastro-enterostomy. 

This little child, which is three years of age, has a 
large swelling of the face which is connected with 
the lower jaw. You notice there is a peculiar red, 
swollen appearance, and an escape of blood from the 
lower jaw when the tumor is touched or pressed 
upon. It is not very difficult to make a diagnosis in 
this case. This little patient has a sarcoma of the 
lower jaw which is not only growing outward, but is 
also growing inward on the floor of the mouth. 

Kow, a rapidly growing round cell sarcoma of this 
character, in a young subject is probably one of the 
most malignant things that we have to deal with. I 
should not advise any interference in a case like this, 
because not only is the operation an extensive one 
and attended with considerable risk, but the out- 
come is extremely indifferent. The disease is al- 
most certain to recur and recur very promptly. I 
have done a great many of these operations and I 
have never seen a case that did not recur rapidly. 
Other surgeons may be more sanguine than I am of 
a cure. 

These remarks about sarcomata in a young subject 
apply to similar growths elsewhere in the body. I 
can recall two cases where I amputated at the hip- 
joint for sarcoma in young subjects under three 
years of age. The patients all passed through the 



operation safely, but recurrence took place in all 
within three or four months. The same remarks are 
applicable to sarcomatous tumors of the internal 
organs, such as sarcoma of the kidneys. It is very 
rarely that these patients recover from such opera- 
tions, although two or three years ago Dr. Abbe, of 
this city, removed a sarcomatous kidney and the 
patient is still living. 

The next patient is a man, forty-six years of age, 
who comes here for treatment of an irregular en- 
largement of the testicle, with areas of induration 
and softening adjacent to each other and extending 
to the epididymis. On examining the prostate I 
find on the left side a peculiar sunken condition and 
a number of irregular prominences. These are evi- 
dences of some previous disease of the prostate, and 
in all probability there was present a tubercular node 
which discharged itself either into the urethra or the 
bladder. From this you can readily understand that 
the tubercular process in the prostate has extended 
and involved the testis. The intervening tissues are 
also probably affected. 

The mere removal of the testis is perhaps all we 
will do for him, but it is not all that surgery can do. 
We can remove all the diseased portions and attack 
the prostate and the vesicute seminales by operations 
through the peritoneum. These procedures which 
are new promise much in the surgical treatment of 
these cases. I have learned a great deal of the pos- 
sibilities of operations upon the bladder. Four 
months ago I operated upon a case of tumor of the 
bladder and found after making a suprapubic section 
that I could, with some little care, strip the perito- 
neum off from the bladder down to the vesicul» 
seminales. I was able not only to remove the tumor, 
but to cut away an inch of the bladder on each side 
all the way to the vesiculsB seminales, and thus to 
get thoroughly beyond the diseased area. If neces- 
sary I could have done even more than this. One 
surgeon has extirpated the entire bladder, disposing 
of the ureters by implanting them in the rectum. 



TEEATMENT OF ABOETION-DISPLAOiaiENT OP THE 
UTEEUS. 



By Henry 0. Coe, M. D. 

Professor of Oynecolagy at ths New York Polyclinic; Gfyn^ 
eologiBi to the New York Cancer Hospital, 

Gbntlembit : — ^I wish to say a few words to you 
about the case we have now before us. It is an ordi- 
nary case and the treatment is an ordinary one, but 
still it is of a practical nature such as you come 
across in every day practice. 

This is a case of abortion at six weeks. The pa- 
tient aborted in the usual way, the entire products 
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of conception ap[>arentl7 coming away. It was 
thoaght by the attending physician that everything 
had been passed though she still was suffering a 
great deal from pain about the uterus. A few days 
kter I Wiis called to see her. It seemed to me that 
if the uterus had been thoroughly emptied of all its 
contents it ought to have contracted, for when a pa- 
tient bleeds so profusely as to soil six or eight nap- 
kins in twelve hours, there is some foreign material 
in the uterus that should be removed. Some emi- 
nent authorities say that nature will take cure of the 
products of conception, but I do not think it safe to 
tmst to that teaching too implicitly 

I told the doctor that there was something within 
the uterus and that if the case were mine I would 
'^ofe be satisfied until I had introduced a dull wire 
carette and scmped it thoroughly. He thought he 
wonld wait and the next day a piece of placental 
membrane came away. Even then I did not feel 
satisfied and told him that it would be well to ex- 
plore the uterine cavity. On examination the uterus 
was found antiflexed with the os pretty well dilated 
and discharging. The temperature was 101^ F., and 
poise 80 or 90. The rise of temperature without 
other constitutional symptoms was evidence to my 
mind that there was present some local trouble and 
not general sepsis. I insisted at once in exploring 
the uterine cavity. I put the patient on her side, 
introduced a dilator, passed in a dull curette and 
bronght out a piece of decidual membrane as large as 
my index finger. I then washed out the cavity with 
a 1-10,000 bichloride solution and painted it with 
pare carbolic acid* 

No rise of temperature followed this procedure^ 
bat the patient did not improve as she ought to have 
done. See had some pains about the uterus^ the 
Sow kept up profusely as before, and evidently there 
was something wrong. I called a few days later and 
now found on examination the uterus displaced 
against the rectum. That was explanation sufScient 
to my mind, for I was certain there was nothing 
within the uterine cavity. I therefore placed the 
patient in the knee chest posture, put the uterus in 
position, introduced a pessary and that was the end 
of her trouble. 

Speaking of pessaries in this connection, I would 
say to you that it is just in this particular class of 
cases that they are indicated, and in which they will 
accomplish more good than in any other. In a case 
like this, the uterus is prolapsed for the first time. 
It is simply down because it is large, heavy and the 
supports have been temporarily relaxed. By intro- 
ducing a pessary, after replacing the uterus, you will 
afford sufficient support that the uterus will in time 
remain up of itself. 



in the case of an old chronic retroversion, of 
course, the condition is altogether different. In 
such a case a pessary maintains the uterus in position 
and a great many patients can wear them with ad- 
vantage. I introduced a pessary in a case of this 
kind some four or five years ago, and the patient 
comes to me regularly now, feeling perfectly well. 
The moment the pessary is taken out, the uterus 
again drops down and she feels decidedly uncom- 
fortable. I have told her that she must not expect 
a cure from the wearing of a pessary, but only 
freedom from pain or discomfort. The ligaments 
in these cases have been relaxed for too long a time 
and have lost their tone. 

I certainly fail to see how any thoughtful man can 
dispense with the use of pessaries entirely, for we 
have not yet reached that stage of surgery where we 
can promise an absolute cure of such conditions, nor 
if we had, would we find patients always willing to 
submit to an operation, since a great many of them 
are content to get along with the aid of a pessary. 



Choledochotomy. — Prof. Kiister reports the 
case of a woman aged 49, ii^ho hud suffered for two 
years from attacks of violent colicky pains in the ab- 
domen, recurring at intervals of four to six weeks 
and followed by jaundice. Gall stones had been fre- 
quently found in the feces. The patient was much 
exhausted and emaciated. Laparotomy was per- 
formed, an incision, 10 cm. in length being made 
parallel with and below the border of the ribs. The 
large intestine was connected with the lower border 
of the liver and the gall bladder by firm adhesions, 
which were slowly separated. The gall bladder was 
empty, but the common bile duct contained two 
calculi, which were extracted through an incision, 
2 cm. long. The wound in the duct was closed by 
catgut sutures and a continuous silk suture. A 
tampon of iodoform gauze was inserted and the 
greater part of the abdominal wound sutured. Five 
days after operation the tampon was removed, a 
fistula being left, which later gave rise to u severe 
hemorrhage, necessitating reopening of the entire 
abdominal wound. The fistulous track was curetted, 
cauterized and tamponed, and the patient now 
made a rapid recovery, the jaundice disappearing 
completely. The author recommends choledocho- 
tomy in all cases of calculi in the common duct, 
where the latter is accessible and the stone can be 
felt. The operation has been performed seven times 
(inclusive of two of the author's cases) with only one 
devLth.—ArcJiiv /. Klin. Chirurg., Bd. 43, Hft. 1, 
1892. 
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INGTIIHAL OOLOTOMT IN EEOTAL OANOEE. 



By Db. Cabl Ewald, Vienna. 



The author reports fifty-eight cases of inoperable 
cancer of the rectum treated by inguinal colotomy, 
in Professor Albert'u clinic, with a mortality of 3.5 
per cent. Except in cases requiring urgent inter- 
ference the operation was usually performed in two 
sittings. The technique was as follows : After the 
customary antiseptic precautions an incision, 4 to 5 
cm. in length, is made in the inguinal region, its 
center corresponding to the middle of Poupart's liga- 
ment. The abdominal muscles are then divided with 
a blunt instrument in the direction of their fibres, un- 
til the peritoneum comes into view. Hemorrhage is 
readily controlled by the application of two or three 
forceps to the cutaneous veins. The peritoneum is 
raised up in a fold between two forceps and incised, 
the margins being fixed by clamps. One finger is 
then inserted in the wound and the large intestine 
sought for in the iliac fossa. Protruding loops of 
small injtestine are dusted with iodoform and re- 
turned to the abdominal cavity. A loop of the 
sigmoid flexure several centimetres above the ab- 
dominal wound is drawn out and its mesentery is 
perforated with a forceps, care being taken not to 
wound the larger veins. This opening is dilated 
into a vertical slit by a blunt instrument, and a strip 
of iodoform gauze 25 to 30 cm. long, is drawn 
through it, so that the flexure is suspended upon it. 
Two strips of adhesive plaster are applied externally 
over the gauze in order to prevent it being drawn 
down by the intestine. Finally a piece of iodoform 
gauze is inserted between the intestine and the ab- 
dominal wound. Iodoform is dusted upon the in- 
testinal loop and a sublimate dressing applied. 

This openition is performed under chloroform or 
cocaine ansBsthesia and may be completed in from 
five to fifteen minutes. On the third or fourth day, 
or when necessary even earlier, the intestinal loop is 
partially opened with a Pacquelin cautery, or if it 
is much protruded the top is removed. The pains 
attending this procedure are trifiing, and may be en- 
tirely prevented by applying a solution of cocaine to 
the gut. When the opening has been made gas and 
faeces are usually expelled spontaneously or after 
irrigation with tepid water. During irrigation the 
patient is placed over a tin pan two or three feet in 
length, one margin of which is much broadened so 
as to support his sacrum. By the use of this recep- 
tiicle the wound can be rapidly and conveniently 



cleansed, which should be done once or twice daily. 
On the eighth or tenth day the posterior wall of the 
intestine is divided with the thermo-cautery, a pro- 
ceeding which may be facilitated by slight traction 
upon the iodoform gauze strip. 

The operation, however, cannot always be per- 
formed in this simple manner. The most difficult 
part is the searching for the colon. Frequently it 
becomes necessary to enlarge the incision to such au 
extent that two or more fingers may be introduced 
into the abdominal cavity. The colon lies sometimes 
higher up, toward the navel, and care must be taken 
in drawing it out not to twist it. Usually the search 
for the colon is successful, and in none of the 
author's cases was it found necessary to use rectal 
insufflation of air. 

If it has been found necessary to enlarge the ab- 
dominal incision, it is advisable after the gut has 
been extruded to diminish the size of the wound by 
a few serous sutures. Difficulty is sometimes experi- 
enced in drawing out the colon, which is due to its 
distension with faeces or gas, or to the infiltrated and 
contracted mesentery. The latter condition if highly 
developed may prevent the establishment of an arti- 
ficial anus, so that the operator will have to content 
himself with the formation of an intestinal fistula. 
If, however, the cancerous infiltration has extended 
to the wall of the colon the artificial anus is best es- 
tablished at the transverse colon. Another difficulty 
sometimes encountered is the tendency of the pro- 
truded intestinal loop to draw back into the abdomi- 
nal cavity. This is almost entirely prevented by the 
iodoform gauze strip, and was noted in only one of 
the author's cases. The gut was usually opened with 
the Pacquelin except in two or three cases where the 
scissors were used ; two attempts with the elastic 
ligature proved unsuccessful. 

In the i^erformance of colotomy in one sitting an 
analogous technique is employed. The protruded 
loop of gut is incised with the knife at the apex be- 
tween two forceps, and the inner tube of a tracheal 
canula is then inserted in the opening. The canula 
is firmly fastened in position, a long tube attached to 
it, and an antiseptic dressing applied. On the fourth 
to the sixth day the canula is removed, the opening 
enlarged and several days later the transverse divis- 
ion of the gut is completed. 

The author advises inguinal colotomy in cases of 
cancer of the rectum which are too far advanced 
to be benefited by resection. It is indicated : 1. 
When metastic processes can be demonstrated in the 
abdominal organs or inguinal glands. 2. When the 
tumor is immovable. 3. When the growth is situated 
at the level of the promontory of the sacrum. If the 
upper border of the neoplasm cannot be reached with 
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the finger however, extirpation of the rectum should 
not be at once rejected, but a careful examination 
should be made to determine whether the tumor has 
originated high up or lyis been spreading upward. 
4. To remove the obstruction. In the author^a 
opinion, however, we should operate early even be- 
fore marked symptoms of stenosis are present. This 
should be done not only to relieve the constipation, 
but also the accompanying catarrhal inflammation, 
suppuration, and ulceration. These ulcers may pro- 
duce hemorrhage and perforation, and it is probable 
that a not inconsiderable absorption of faecal con- 
stituents takes place from the ulcerated surfaces. — 
Wiener Klinische Wochenschrift, No. 9, 1892. 



IHTEEMEDIAEY TEEPHnTIHG IN OSTEOPHLEBITIS 
OF THE OBANIUM. 



By Dr. 0. Reissnbr. 



The author reports from Czerny's clinic at Heidel- 
berg, five cases of osteophlebitis cranii in three of 
which trephining was performed, with one recovery. 
He calls attention to the fact that although the 
prognosis of the intermediary operation has been 
greatly improved by the employment of thorough 
antisepsis, it is not as good as that of the primary opera- 
tion, because at the time it is performed the tissues 
are already in a condition of inflammation or sepsis. 
Intermediate trephining is indicated in two classes of 
cases : first, those in which septic inflammation al- 
ready exists when the surgeon is consulted, a condi- 
tion which might have been avoided by a primary 
operation or by strict antisepsis ; and secondly, those 
in which owing to the trivial character of the wound 
immediate resort to surgical measures was not con- 
sidered necessary. The object of intermediate tre- 
phining is to remove the cause of the fever and pre- 
vent extension of the purulent inflammation to 
neighboring parts, such as the sinuses of the dura. 

According to Heinecke, acute traumatic ostitis 
cranii may arise several days after the tmuma under 
symptoms of violent inflammation, but generally in 
a more insidious manner. The ostitis is more likely 
to arise if the bone has been stripped of its perios- 
teum either by the traumatism or later in conse- 
quence of a purulent periostitis. In most ca^es there 
is simultaneously present a contusion of the bone. 
The pathological changes in the bone consist in a 
greenish discoloration which may be diffuse or cir- 
cumscribed, this being caused by suppuration of the 
medullary tissue of the diploe. 

The veins of the diplce are usually plugged with 
purulent matter. Owing to the slight participation 
of ihe bone substance in the process it would be more 



correct to speak of the condition as a traumatic 
osteomyelitis, or better still osteophlebitis. 

The clinical symptoms of osteophlebitis are those 
of pyaemia. If the disease follows directly a trauma 
fever is present at the commencement, but if it re- 
quires some days for its development the tempera- 
ture may be normal or only moderately elevated. 
The wound at this time shows nothing abnormal. 
This condition of health is suddenly interrupted by 
the appearance of violent febrile phenomena, usually 
attended with a marked rigor. The subsequent 
course varies ; some cases recover after the entire or 
almost entire thickness of the bone has become 
necrosed. In one of the author's successful cases, 
which was not trephined, an empyema, which de- 
veloped some time after the injury, could be traced 
to an osteophlebitis following an incised wound of 
the skull. As a rule, an osteophlebitis does not run 
so favorable a course, the purulent thrombosis of the 
veins of the dipla3 extending to the sinuses of the dura 
and producing a sinus phlebitis. The inflammation 
may spread from the sinus to the meningeal veins 
giving rise to a purulent leptomeningitis or encepha- 
litis. A purulent pachymeningitis may also develop, 
but this is usually circumscribed and limited to the 
immediate vicinity of the sinus. If, as usually occurs, 
an osteophlebitis is complicated by a sinus phlebitis 
and meningitis, little is to be expected from treat- 
ment. Under especially favorable conditions at the 
commencement of the disease, it might be possible 
that the meningitis is still circumscribed, and that 
an early resort to surgical measures might be of value. 
In the author's second case in which trephining was 
performed, the osteophlebitis which was due to a 
trivial wound of the skull was rapidly followed by a 
fatal sinus phlebitis, meningitis and encephalitis. . 
The operation was done too late, as two days had 
elapsed since the initial rigor. In a third case which 
was trephined four days after the appearance of fever 
(17 days after the injury) death also occurred from 
purulent inflammation of the membranes. The 
fourth case also terminated fatally from purulent 
meningitis, the operation being performed seven 
days after the injury. In the fifth case trephining 
was resorted to twenty hours after the development 
of the rigor, and was followed by complete recovery. 

As regards the method of operation the author ad- 
vises the use of the chisel in place of the trephine, 
both on account of the form and extent of the 
diseased portion of bone. The operation should be 
performed as cautiously as possible so as to avoid the 
risk of breaking up purulent thrombi in the veins of 
the diploe by the shock inflicted. Inasmuch as the 
dead bone does not bleed we know exactly just how 
far to go to be sure that all the diseased parts are 
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removed, even if the area of discolored bone is not 
clearly defined ; we must encounter bleeding bone at 
every point of the circumference. Heineke is of the 
opinion that in cases where the diagnosis of ostitis 
can be made before the initial rigor the disease may 
be effectively combatted without the necessity of re- 
moving the discolored greenish yellow portion of 
bone throughout the entire thickness of the skull. 
He considers removal of the purulent diploe after 
resection of the external table as suflScient. Keisner, 
however, thinks it usually advisable to exsect both 
tables with the chisel. If this is not done infectious 
matter might be left in the vitreous table and con- 
veyed to the brain membranes, thus destroying the 
utility of the operation. It is therefore advisable to 
exsect the internal table as a matter of prophylaxis. 
Aside from this a complete opening into the skull 
permits of an inspection of the brain membranes. 
The external layer of the dura is sometimes found 
separated from the bone by an accumulation of pus, 
but this is unusual, and if pus occurs at all on the 
inside of the bone it is only in a tliin layer. The 
slight tendency of a pachymeningitis to become 
diffuse is also in favor of the success of an operation, 
provided it is undertaken before the other membranes 
have been affected by the inflammation. — Beiir. z. 
Klin. Cliirurg., Bd. 8, 1892. 



THE SUEGEEY OF THE OESOPHAGUS. 



By Akpad (1. Gerster, M. D. 



The author relates seven cases of foreign bodies in 
the oesophagus, in three of which cesophagotomy 
was performed, while in two he was obliged to prac- 
tise laryngo-fissure on account of extensive perichon- 
dritis caused by penetration of foreign bodies from 
the oesophagus. His remarks which are of great 
practical value, are as follows : 

In reviewing the vast material presented by George 
Fischer, we unhesitatingly come to the conclusion 
that, if a foreign body becomes lodged in the oesop- 
hagus and cannot be displaced downward into the 
stomach or extracted without the emplojrment of 
much force, it is imperative to perform external oeso- 
phagotomy at once. With the exception of cases 
in which a goitre or cervical tumor impedes the 
otherwise simple steps of the operation, the proce- 
dure, as now practiced, is comparatively safe, its rate 
of mortality for all cases, recent and old, good and 
bad, being computed by Fischer as twenty per cent. 
The conditions are parallel to those existing in 
strangulated hernia. An early operation is safe ; a 
late one dangerous and very often useless. Delay ex- 
tending over twentj-four bonis is never justified. 



and if at the end of this period extraction by blood- 
less processes is not e^isy, the gullet ought to be cut 
at once. 

Tedious and often-repeated attempts at dislodg- 
ment, in a case where impaction has been present for 
more than twenty-four hours, are apt to be more 
dangerous than oesophagotomy. The patient's gen- 
eral condition is usually bad from fever and starva- 
tion, and the depressing effects of the manipulations 
in the fauces and oesophagus, productive of nausea 
and vomiting, are not to be slighted. Finally, the 
further injuring of the mucous membrane in the 
presence of septic ulcerative processes or sloughing, 
and the probability of causing traumatic perforation, 
are to be well weighed. 

As regards the technique of oesophagotomy, the 
following points have to be observed : The incision 
should be ample, to permit comfortable operating 
without the employment of much traction and bruis- 
ing of the organs exposed. Blunt methods of divis- 
ion are to be shunned, as torn tissues are not so 
viable as cut ones and are apt to succumb very easily 
to septic influences that may proceed from an ulcera- 
ting or sloughing oesophagus. The incision should 
be just in front of and parallel with the anterior 
border of the left sterno-mastoid muscle, beginning «i 
little below the level of the cricoid cartilage and ex- 
tending to the sternal insertion of the muscle. The 
omo-hyoid is drawn aside, and the lateral margin of 
the thyroid gland is exposed to serve as a guide. 
The large vessels should remain undisturbed within 
their common sheath, and are to be drawn backward 
and aside, together with the sterno-mastoid. Dis- 
section should proceed between two mouse-tooth 
forceps. Thus vessels crossing the tract of the in- 
cision can be recognized and secured before being 
cut. Should the sternal portion of the sterno- 
mastoid be in the way, it may be cut also. The re- 
current nerve must not be injured. The oesophagus 
can be recognized by the longitudinal direction of its 
fibers, or, if this is difficult, by protrusion practised 
with a metallic catheter or urethral sound from 
within. It is incised between two small, sharp re- 
tractors, and fillets of silk are passed through the 
edges of the cut, by which manipulations within the 
viscus are made much easier. In the absence of 
septic complications — and this may be fairly expected 
in cases receiving early attention — the edges of the 
oesophageal wound should be stitched at once with 
fine silk. The outer wound is to be packed loosely 
with iodoform gauze. A few silkworm-gut stitches 
may be inserted into the cutaneous edges of the 
wound, which, however, is to be closed only after 
the removal of the packing. In these cases alimen- 
tation by the month can be oonuaeaeed iit^oBoe vidi 
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liquid substances, and the patient should swallow 
very small quantities and while lying on the right 
side. Minute leakage will often occur, but will not 
interfere with the rapid healing of the wound. In 
those cases where ulceration or sloughing has oc- 
curred, suture is often impracticable and rarely safe. 
The open method by packing is in order, and large 
defects may necessitate the use of the stomach-tube, 
which can be inserted through the wound or by the 
mouth or nares. — Neto York Medic, Journal. 



GASTKOSTOMT. 



In an exhaustive article on this subject. Professor 
Senn, presents the following practical conclusions : 

1. Gastrostomy is indicated in all cases of cica- 
tricial and malignant stenosis of the OBSophagus and 
cardiac orifice of the stomach as soon as a sufficient 
quantity of food cannot be introduced into the stomach 
by simpler measures per viam naturalis, 

2. Gastrostomy for malignant obstruction on the 
proximal side of the stomach, if performed at a time 
when the patient is sufficiently strong to survive the 
immediate effects of the operation, is a comparatively 
safe procedure and adds from a few weeks to six or 
eighth months to the patient's life. 

3. In the treatment of impermeable cicatricial 
stenosis of the oesophagus, gastrostomy not only 
furnishes a new inlet for the introduction of food 
into the stomach, and thus prevents death from 
starvation, but it often proves a curative measure in 
such cases, as the gastric fistula can be utilized for 
another purpose— successful retrograde dilatation of 
the stricture. 

4. The upper central part of the left rectus and the 
eighth intercostal space between the cartilages of the 
ribs are the most desirable points for the formation 
of the gastric fistula. 

5. If the patient's strength warrants it, the 
operation should be done a deux temps, as it is safer 
to postpone opening of the stomach until firm 
adhesions have formed between stomach and the 
circumference of the external incision, than to estab- 
lish the gastric fistula at once. 

6. Fixation of the projecting cone of the anterior 
wall of the stomach in the abdominal wound is best 
secured by two long needles passed through the serous 
and mucous coats only, and suturing of the surface to 
the circumference of the wound. 

7. Leakage from the fistula can be prevented most 
effectually by making the opening in the stomach 
small, by the use of an infiatable double rubber bulb 
through which the feeding tube reaches the stomach, 
or bj inakiig an oblique tunnel in the anterior wall 



of the stomach as devised and practised with success 
by Witzel. 

8. Solid food should first be subjected to thorough 
mastication and insalivation, when it is transferred 
by the patient from the mouth to a small funnel con- 
nected with the distal end of the feeding tube, from 
where it is made to enter the stomach by its own 
weight, by blowing it through the tube, or finally, it 
is aspirated into the stomach by the patient's sudden 
expiratory efforts. 

9. Mastication of food, as a preliminary step to its 
introduction into the stomach, satisfies, at least in 
part, the sense of hunger, which is not always ac- 
complished even by liberal exclusive gastric feeding 
through the fistula. — Chicago Medic. Recorder . 



LAPAKOTOMT UNDEE OOOAINE* 



By Emory Lakphear, M.D., PH. D., 
Kansas City, Mo. 
Surgeon to Uhiversity Bitpenmry, etc. ' 



There are, many times, patients who require abdo- 
minal section yet who are in such physical condition 
as to almost absolutely prohibit the administration of 
either chloroform or ether. In such instances the 
surgeon may, without hesitation, make the operation 
under the effects of cocaine. The following is an 
instance : 

Mr. W , age fifty-two, patient of Dr. F. B. 

Wheeler, of Sawyer, Kansas, was admitted to the All 
Saints^ Hospital suffering from a cancerous tumor of 
left side of neck, of very rapid development. Patient 
began to experience difficulty in swallowing about 
nine weeks ago, when his weight was 165 pounds. 
The dysphagia increased at an alarming rate and two 
weeks before admission to the hospital it became a 
matter of impossibility to swallow at all. Partial 
removal of the tumor was done by Drs. Wheeler and 
McCoy (of Pratt, Kans.), under local ansBsthesia, it 
being deemed inadvisable, even at that date, to use 
chloroform or ether. There was very little improve- 
ment, so patient was brought to Kansas City to the 
hospital for further treatment. 

When admitted he was in extremis — cadaverous, 
weight less than 80 pounds, and at the gate of death 
from starvation. Upon the evening of admission the 
abdomen was carefully scrubbed and shaved and a pad 
of moist bichloride gauze applied. At 9 a.m. on the 
following day, assisted by Drs. J. P. Binnie and 
T. B. Thrush (Dr. Sawyer standing ready to adminis- 
ter ether, if it should be required), I made a gastros- 
tomy under local anaesthesia from cocaine. One-half 
dram of a 4 per cent solution was injected in eight 
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phiccs into the Biibcutancous areolar tissae along the 
proposed line of incision. As soon as the analgesic 
effect was established the usual operation was made, 
and without any pain or even sense of discomfort on 
the part of the patient. The only disagreeable 
symptom was a slight nausea when the left lobe of 
the liver was turned up to allow the stomach to be 
drawn up into the wound. The operation lasted 
twenty-two minutes. 

How much longer the operation might have been 
prolonged without discomfort to the patient is a 
question of interest. But as a large number of the 
abdt>minal operations can be made within twenty 
minutes it is not so important as might at first be 
supposed. Besides the fact that the primary depres- 
sant effect of a general ansBsthetic was avoided by the 
use of cocaine, there were two other points of much 
importance in this case, viz : the absence of the 
vomiting that nearly always follows chloroform or 
ether and especially the absence of shock. There was 
a total absence of anything like shock, and if this be 
found to be a general rule an immense gain may be 
made in sewing up stab or even gunshot wounds of 
the intestine (as well as in other numerous abdominal 
operations), by the use of local instead of general 
anaesthesia. 



PULMONARY GANGRENE OURED BY A SURGICAL 
OPERATION, 



By Dr8. Constantin Paul & Chas. Perier. 



M. D. aged 58, in the beginning of June 1891, 

was attacked by a severe bronchitis, which soon gave 
rise to fetid expectoration. Auscultation revealed 
the presence of a focus of disease over the middle 
of the left lung, characterized by a large zone of very 
fine rdles. The urine was normal. The use of ter- 
pinol and tinct. of eucalyptus did not prevent the pro- 
gress of the disease, which presented the symptoms 
of pulmonary gangrene. There were present com- 
plete loss of appetite, chills and cold sweats, diarr- 
hoea, and, on account of the increasing weakness, an 
early death was apprehended. 

Antisepsis of the respiratory tract was practised 
by making the patient breathe air that had passed 
through a saturated solution of carbolic acid. The 
tincture of eucalyptus was also used, and the symp- 
toms of gangrenous septicaemia abated rapidly, though 
the sputa remained abundant and purulent. There 
was evidently a portion of lung where respiration did 
not take place. The patient, however, improved 
rapidly and was able to go out and resume his 
business. 



One month later, the sputa indicated the reap- 
pearance of the septic gangrenous process, and the 
treatment by antiseptic inhalations was again auc- 
cessfully resumed. After a relapse discharge of 
fetid pus took place by the mouth, at different 
periods, followed each time by a temporary improve- 
ment. In December, the symptoms of septicaemia 
became alarming and the urine contained 3 per cent, 
of sugar. 

The point where cavernous sounds were most 
intense, being at the level of the second intercostal 
space, it was evident that the disease was intra- 
pulmonary, and not the result of an interlobar 
pleurisy. 

It was then decided to resort to surgical interfer- 
ence, and Dr. Perier was asked to operate. The 
difficulties of a posterior or .lateral opening were 
such, that it was decided to attack the disease in 
front. In the middle of the second intercostal space 
a line was traced parallel to the ribs the centre of 
which corresponded to the most superficial point of 
the abscess. This centre was ten centimetres above 
the left nipple. 

An incision ten centimetres long was made, and 
the pectoralis major and minor, the intercostal mus- 
cles and pleura were successively divided. The lung 
was seized with fine forceps and kept in contact with 
the parietal pleura. An incision with the knife 
showed that the pulmonary tissue was healthy. A 
Lister forceps was then thrust into the tissue in the 
direction of the abscess, until it reached the cavity, 
drawn out with the blades separated, so as to leave a 
free exit to the pus. After the evacuation of the 
latter a finger introduced into the wound at a depth 
of two centimetres penetrated into the cavity, at the 
bottom of which a round opening, evidently that of 
a bronchus, could be felt. The cavity had a capacity 
of about sixty cubic centimetres. It was carefully 
cleaned with a cotton tampon wet in a solution of 
chloral, one per cent., and afterward touched with 
camphorated naphthol. Two drainage tubes were 
inserted side by side and the wound closed ; the air 
circulated freely through these tubes at each move- 
ment of inspiration and expiration. 

The fits of coughing ceased at once, the odor dis- 
appeared from the sputa, the fever subsided, and the 
patient was more comfortable. Improvement pro- 
gressed steadily, a few drops of comphorated naphthol 
being the only antiseptic used. Two weeks after the 
operation, the drainage tubes were replaced by a piece 
of salol gauze, and at the end of seven weeks, the 
wound had completely closed and the patient was 
restored to health. — Bulletin de PAcadimie de 
MMedne. 
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Perforation of Gastric Ulcer and its Treat- 
ment. — Drs. Simon and Baring {Brit. Med. Journ.) 
report two fatal cases of this condition, in one of 
which laparotomy was performed. In the latter casfi 
the ulcer, which was situated on the anterior surface 
of the the stomach was sutured, but the patient died 
thirty hours after the operation. In view of the 
well-uigh hopeless prognosis of perforating gastrin 
alcers under medical treatment, operative interfer- 
ence is urgently demanded. 



The Mechanical Treatment of Erysipelas. 
—Dr. H. Kroell recommends for this purpose bands 
of India rubber, 3 cm. wide and 2 m.m. thick, 
which he considers preferable to the strips of ad- 
hesive plaster recommended by Wolfler. In the 
employment of the rubber bands two points must be 
remembered : 1. It should be applied firmly enough 
to prevent extension of the erysipelas. 2. The cir- 
culation in the constricted part must be well main- 
tained.— !7%«rap. Monatsh., No. 2, 1892. 



Enterostomy in Intestinal Obstruction.— In 

a paper read before the Royal Medical and Ghirurgi- 
cal Society, March 8, 1892, Mr. James Greig Smith 
advocated operative evacuation and drainage of intes- 
tinal contents in cases of obstruction of the bowel 
where distension is a marked feature. He regarded 
mere over-distension of the bowel as a potent factor 
in the production of obstruction. According to the 
nature of the case, the measures adopted should be : 
(1) Simple evacuation of the contents with immedi- 
ate return of the gut, or (2) evacuation with drain- 
age of several hours or days, and subsequent closure 
and return of the gut ; or (3) evacuation with drain- 
age that may be permanent. Anaesthesia l^hould 
never be carried out while the stomach is distended 
with fluid ; the stomach should be artificially emp- 
tied, or the operation should be performed with the 
help of a local anaesthetic. Anaesthesia should be 
continued only for so long as is necessary to make 
the parietal incision and place the sutures. — Brit. 
Med, Journ., March 12, 1892. 



Craniectomy for Hydrocephalus. — Phocas 
(Rev. des Mai de V Enfance, Feb, 1892) reports two 
cases of this operation. In one case, a boy aged 11 
months, the lateral ventricle was punctured and a 
hairdniin introduced ; the child succumbed in five 
days from meningitis attributed to a failure in anti- 
sepsis. The other patient was a boy aged 25 months, 
the head was very large and the fontanelles ossified. 



There was nystagmus and optic neuritis. The child 
appeared to be blind, could not walk or even sit up, 
and was very restless : A fiap of scalp was raised, 
and a trephine applied about 1^ inch above the ex- 
ternal auditory meatus, the opening in the bone was 
enlarged to a diameter of 1^ inch with a chisel and 
mallet. The dura was opened accidentally and a 
considerable quantity of cerebro-spinal fluid escaped, 
a hair drain was introduced and wound sutured. 
The wound healed by first intention, but fiuid con- 
tinued to drain away subsequently along the harr 
drain. On the eighth day the child was able to sit 
up in bed, there was no retraction of the head and it 
was no longer restless. When seen four months after 
the operation the child was nearly blind, but able to 
walk.— J9riY. Med. Journ,, Feb. 27, 1892. 



Treatment of Suppurating Compound Com- 
minuted Fractures into Joints. —Dr. Halstead 
{Johns Hopkins Hospital Bulletin) would emphasize 
the following points in the treatment of these cases : 

1. Excise cartilaginous surfaces, and thus avoid 
having dead walls for dead spaces. 

2. Make free anti-tension incisions to relieve tension 
and to enable one to practise massage, the limit being 
protected by the Esmarch bandage. 

3. Bemove the Esmarch bandage temporarily to 
ligate the principal vessels. 

4. Use as few and as fine ligatures as possible. 
Avoid tight and unnecessary stitches. 

5. Disinfect the limb, protected by the Esmarch 
bandage, just before applying the dressing. 

6. Apply the dressing before the final removal of 
the Esmarch bandage. — The Times and Register. 



A New Method of Tenotomy.— The following 
are the steps of an operation which was performed in 
a case of post-hemiplegic contracture of the fiexors 
of the fingers, by W. W. Keen, of Philadelphia. An 
incision was made, beginning just above the pisiform 
bono, and extending three inches obliquely upwards, 
its upper end being over the tendon of the fiexor 
carpi radialis. All the flexor tendons having been 
exposed, each tendon was first split along the middle 
for an extent of one inch and a quarter, and then, at 
the two ends of this incision, section of the opposite 
halves of the tendons was made ; that is to say, the 
radial half of the tendon was divided at one end of 
the vertical slit, and the ulnar half at the other end. 
The long, loose ends of the divided tendon were then 
made to glide on each other in a vertical direction 
over a distance of about half an inch, and sewn to- 
gether by two transverse sutures. The tendon was 
thus lengthened to the extent of three-quarters of an 
inch. — Medical Age. 
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Corrugated Paper in Surgery. — Dr. G. F. 

Gadogan-Masterman has on several occasions lately 
made use of this convenient packing material as a 
splint : for instance, in one case as ^* first aid ^' to a 
broken arm seen some distance from his house, and 
where a large piece of the familiar ribbing which had 
safely carried a bottle of liqueur by post, lying on a 
table, first suggested the new use for it. In another 
he employed it in place of the usual pieces of mill- 
board in putting up a leg with bones snapped across 
three inches above the ankle, and where it would 
have as much firmness with a quarter of the weight. 
On the field and in the equipment of travelers he is 
convinced it would prove most useful. As a flat 
splint he finds two superimposed pieces quite efficient 
for the wrist, but it is, of course, relatively stronger 
when rolled into a truncated cone or cylinder. — 
Weekly Medic. Review, 



Injuries of the Foot.— Dr. G. W. Crile, of 
Cleveland, concludes a thoroughly practical paper as 
follows : 

1st. That in open wounds asepsis is attained, if at 
all, more certainly through the employment of 
antiseptics. 

2d. That unyielding splintings are not indicated 
in treating fractures of the toes. That the head of 
the second metatarsal bone is especially liable to 
suffer comminuted fracture. 

3d. That in compound, even comminuted frac- 
tures of the tarsus, if in doubt as to the propriety 
of attempting to save the member, apply moist, 
warm antiseptic dressings, and await further indica- 
tions. Suppuration should be the exception, if 
the case be well managed. 

4th. Ordinarily, amputations between the junction 
of the lower and middle thirds of the leg and the 
tarso-metatarsal articulation should not be made. 
At all other points, save all possible. — Medic. News, 
March 12, 1892. 



Penetrating Wound of the Brain. — Dr. 

Ernest Laplace reports the remarkable case of a boy 
ten years old, who fell on a broken fencing foil, the 
steel penetrating the left orbit between the inferior 
orbital ridge and the eye ball, without injuring the 
latter. When seen by the author five hours later 
there was coma, right hemiplegia, left facial paraly- 
sis, complete aphonia, respirations 30, temperature 
104j^®. An expectant plan of treatment was first 
:i<lopted, but as the patient manifested symptoms 



referable to compression from a clot at the base of 
the brain, trephining was resorted to thirteen days 
after the accident. A horse-shoe incision three 
inches long was made in the temporal i*egion, down 
to the level of the zygomatic arch, and the tissues 
were lifted en masse from the bone. The trephine 
i^as rested on the middle of the zygomatic arch, and 
a three-quarter inch piece i*emoved, consisting of tHe 
temporal bone and a small fragment of the sphenoid ; 
the dura mater appeared yery congested. 

To reach the centre of the base of the brain for 
the removal of the suspected clot, a miniature egg- 
beater, consisting of four loops of platinum wire, had 
been improvised ; this was perfectly malleable, and 
could be insinuated between the dura mater and 
skull without wounding the structures. Having 
reached the cavernous groove the instrument could 
be pushed no further ; it was then turned on its axis 
for the purpose of catching the coagula in its loops. 
This was effectually done, and about a teaspoonful 
of clotted blood was removed piecemeal. 

While dragging more out, considerable venous 
hemorrhage took place, most probably as the result 
of the removal of the clot that occluded the injured 
9avernous sinus. 

The trephined opening was immediately plugged 
with iodoform gauze, and a graduated compress ap- 
plied over it, secured by a tight bandage about the 
head. 

Consciousness returned shortly after the operation, 
and the other symptoms gradually disappeared. The 
author emphasizes the safety of trephining near the 
base of the skull, the ease of arresting hemorrhage 
from the sinuses of the dura mater, and the impor- 
tance of drainage in all cases of cerebral injury. — 
Medic, and Surg, Reporter. 



On the Torsion of Arteries.-— In connection 
with operations for excision of tumors, and other 
excisions of a like character, Jonathan Hutchison 
remarks us follows : '' I may mention that for many 
years I have quite ceased to use any other means 
for arrest of arterial bleeding than torsion. h\ 
excision of the breast, tor instance, I do not think 
that I have during the last fifteen years ever used a 
ligature. The torsion is always effected by a pair of 
Well's clamp-forceps, now in such universal employ- 
ment, I am always extremely careful to close all 
vessels, keeping the wound exposed for a considerable 
time for that pnrpose. Very seldom, indeed, have I 
encountered any secondary liaBmorrliage." — Archives 
of Surgery y Maryland Med. Journ. 
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The Treatment of Burns.— Dr. Capitau (Midi- 
cine Moderne, No. 5^ 1892) recommends the appli- 
cation of the following ointment : 

Salol 4.0 

Cocain. mar 0.26 

Vaseline. . . , 80.0 

After careful disinfection of the wound with solu- 
tions of boric acid or sublimate (1: 2000) and the 
opening of buUsB^ the entire area is covered with a 
thick layer of the ointment. Over this is placed a 
dressing consisting of thin layers of cotton mois- 
tened in a 1 to 2000 sublimate solution and wrung 
dry, and then a piece of rubber tissue and a bandage. 
This dressing is changed every two or three days. 
If the wound has not become infected previous to 
the beginning of this treatment all pain and suppu- 
ration may be prevented by its use. The wounds 
heal with remarkable rapidity and the resulting 
cicatrices are delicate and scarcely visible. 



Moist Dressings. — Dr. S. L. Weber, tabulates 
the valuable points of the moist dressing as follows : 
It reduces the congestion of inflamed parts. It re- 
stores the normal condition of the circulation. It 
therefore brings about again the normal nutrition of 
the diseased parts, and causes the prompt removal, 
or at least prevents the accumulation, of toxalbumins 
and ptomaines which are the immediate elements of 
danger. The further ravages of the bacteria are 
thus checked. The temperature of the inflamed 
parts is reduced to normal, and the pain is relieved. 
The raw parts of the wound are kept at the tempera- 
ture of the body, retaining thus their full vital 
activity. 

For the above reasons, healing, t. e. casting off of 
necrotic tissue and formation of granulations, begins 
much sooner than it would otherwise. It is a perfect 
method of drainage. Change of dressing is almost 
painless. Incipient inflammation about wounds may 
be aborted. — Chicago Medic. Recorder, April, 3892. 



Absorbent Gauze Pads as a Substitute for 
Sponges. — Dr. W. E. Ashton recommends gauze 
pads as a substitute for flat sponges in all forms of 
abdominal and pelvic surgery. The pads are made 
of ordinary unsized absorbent gauze, two sizes being 
employed : a large pad, 9 inches square, which is 
used in abdominal work, and a small one, 4)^ inches 
square, for pelvic cases. Each pad is composed of 
sixteen layers folded in such manner that the edges 
cannot fray. The large pad is made as follows : A 
single layer of gauze a yard square is folded at each 



extremity upon itself, so that the folds meet at the 
middle. This makes two layers of gauze, oblong in 
shape, the extremities of which are now folded over 
so that they meet in the middle. There are now 
four layers and the shape of the pad is square. This 
is then folded on itself making again an oblong pad, 
having eight layers. Folding it once more upon 
itself, the pad is then composed of sixteen layers. 
To keep the pad in shape and the layers from be. 
coming separated the edges are stitched together. 
The advantages of these pads over flat sponges are 
that they are inexpensive and can therefore be thrown 
away after they have done duty ; they are readily 
made and easily rendered aseptic. They remain well 
in place as they retain their shape perfectly and are 
much easier to pack about the seat of operation than 
sponges.— Medic. News, Feb. 20, 1892. 



'* Moose-Pappe " as a Surgical Dressing.— 

Moose-pappe as an absorbent aseptic dressing, say^ 
Dr. G. G. Oampbell, of Saddleworth, England, is not 
as well known as its merits deserve, Moose-pappe 
(sphagnum, or turf -moss) has great absorbent powers, 
taking up twenty times its original weight. When 
placed in contact with a liquid, moose-pappe seizes 
the liquid ; its bulk becomes rapidly and enormously 
increased. The absorbed liquid does not lie on the 
surface or between the fibres, but is shut up within 
the capillary cells of the moss. Thus, though it is 
full of liquid, it does not feel wet, and, though it 
may be full of pus, it appears clean. Where with an 
ordinary absorbent daily dressings are required, the 
busy practitioner may safely leave his moose-pappe 
dressing two or even three days untouched, and will 
find, when he removes it, not a stink and a gush up 
of sealed-up pus, but a clean wound and no smell. 

As a dry dressing the moose-pappe of Dr. Eodolphi 
is, perhaps, the most convenient. It can be rapidly 
crumbled on thin gauze (which in then loosely folded 
over it). Moose-pappe (Hagedorn), prepared in this 
way, makes a beautiful, soft, dry dressing for ampu- 
tations or large wounds. As a moist compress for 
ulcerating surfaces, moose-pappe (Hagedorn), lightly 
dipped in a boracic or other antiseptic fluid, makes 
an ideal dressing, while, as a padding for splints, 
particularly in cases of compound fracture, or frac- 
ture complicated with flesh-wounds, moose-pappe 
will be found most satisfactory. — The Medical 
Chronicle, February, 1892, Satellite, 



Dr. W. Gill Wylie says {Americ. Journ. of Obstetr.) 
that to introduce gauze into the uterus as a drain and 
leave it there for twenty-four hours is not a perfectly 
safe procedure. He employs for this purpose a good 
sized hard rubber drainage tube. 
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" Strakqulated Hernia. 



JSdUar, IlTTEBNATIONAL JOURNAL OF SURGERY. 



I was pleased to see in your last number a letter 
from Dr. Dallas, assailing the position I took the 
month before in regard to some of his statements on 
strangulated hernia. Discussion is always the pro- 
moter of improvement. His strongest point, however, 
seems to lie in the charge he makes against me of 
youth and inexperience. In answer I might make 
use of some such reply as Pitt made in Parliament, 
that "The atrocious crime of being a young man 
which the honorable gentleman has with such spirit 
and decency charged upon me, I shall neither attempt 
to retaliate or deny, trusting that I may be one of 
those whose follies cease with their youth, and not of 
that number who lack wisdom is spite of experience.*' 
£ut I realize that personalties have nothing to do with 
the discussion of a scientific subject, and hence will 
take no notice of them, consoling myself with the fact 
that I have had over thirty years in which to become 
reconciled to my youth, and eight of active practice 
in which to gather the inexperience Dr. Dallas kindly 
credits me with. 

Dr. Dallas says that I condemn and criticize his 
treatment. I thought I did nothing of the kind. 
My very words are '* We do not doubt the good effects 
of such treatment) and of taxis in hands that have 
become skillful.^' Now where is the condemnation, 
and where the criticism ? I cannot for the life of me 
see them. I merely stated my opinion, to which I beg 
to adhere, that a fairly large number of cases will 
prove rebellious to it. Galling this criticism and 
condemnation appears to me the mistaking of a pin- 
prick for a stab- wound. Neither did I seek to cast 
any doubt on the good results obtained by Dr. Dallas. 
In his own article in the Medical News, the Doctor 
says : " Generally, within a half-hour the rupture 
hiis become flaccid, and gentle taxis reduces it." 
What does Dr. Dallas mean by generally ? If he 
means invariably, he should have said so. If he 
means that some go considerably over the half-hour, 
it would have been interesting to know just how long. 
If he means that some cases do not respond to the 
treatment, then his experience agrees with what I 
theoretically assumed. 

Dr. Dallas further says that he knows* his method 
is not popular with young surgeons who are anxious 
to operate. This statement is probably true, but 
would have gathered much force if he had mentioned 



a few from the long list of old and experienced 
surgeons who must by this time have adopted his 
method to the exclusion of others, in view of its 
success. If Dr. Dallas had told as how many cases 
he actually did treat by his method, what was their 
exact condition when he first saw them, and what, 
were the exact results obtained, his statements would 
have had much additional value. The Doctor has 
stated that among 545 cases of strangulated hernia 
operated on, 260 died. I object to his statement that 
all would have recovered if submitted to his treatment, 
on the ground that many that are operated on are 
hospital cases, a large number of whom are in a well- 
nigh hopeless condition when admitted. If Dr. Dallas 
has not seen a number of such cases in his hospital 
practice, we must assume that his experience in the 
matter is more limited than we have reason to believe 
it is. I will only add that if Dr. Dallas' treatment 
increases the good results obtained in strangulated 
hernia by even a small percentage, he is a benefactor 
of humanity, and I doubt not that in this respect he 
is one. But I fear me much that senility and ripe 
experience will have reached me very long before I 
hear of 545 cases of consecutive recoveries in strangu- 
lated hernia treated by the method he advocates. I 
can assure the Doctor further that so far from con- 
demning his method I shall faithfully try it at the 
earliest opportunity afforded me. 
Yours respectfully, 

Geo. G. Van Sqhaick, M.D., 
228 West 34th St., New York. 



To Our Headers. 



We have recently received numerous letters from 
subscribers saying all manner of kind things about 
the Journal. While it would afford us much pleas- 
ure to answer each one of these letters, time forbids, 
and we therefore take this opportunity to thank our 
correspondents collectively for these evidences of 
their approval, and to assure them that nothing will 
be left undone to maintain the high standard of this 
publication and make it a faithful exponent of the 
surgical progress of the age. 



In our next number we will present our readers 
with a full account of the proceedings of the Surgi- 
cal and Gynaecological Sections of the American 
Medical Association, which meets at Detroit in June 
From present indications the meeting will be largely 
attended by prominent members of the profession 
from all parts of the country, and as in the past, the 
greatest interest will center in the Sections of Sur- 
gery and Gynaecology. 
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Editorial Depart/nept 



NE1V TORKt JlINE^f 1S9S. 



8TFEILI8 AFD LEaiBLATION. 



The recent discusBion npon syphilis, at the Acad- 
emy of Meidicine, New York, touched npon a nrnnber 
of points of mnch interest to the profession and to 
the public at large. Dr. Bnlkley, representing the 
older views of the malady, referred to syphilis as a 
constant menace to society, and mentioned an in- 
stance where one syphilitic woman had contami- 
nated three hundred (!) men. He claimed that 
the duration of the contagious period varied with 
the character of the malady and the treatment 
instituted. In some countries syphilis was ex- 
cessiyely prevalent. In Portugal, for instance, 
statistics showed the greater part of the popnlation 
to be affected with it. He claimed that it should be 
included in the Contagious Diseases Act, and be 
under the control of the Boards of Health ; that per- 
sons suffering from it should not be admitted to 
hotels ; that keepers of brothels and hotels should be 
compelled to report cases of syphilis as they are now 
compelled to report cases of variola; and that failure 
to do so should be punished as a misdemeanor. 

Dr. Keyes, on the other hand, represented the more 
modem view when he asserted that the vast majority 



of those attacked late in life do not suffer much from 
syphilis, especially if their health is fair ; and that 
the bad cases are those that neglect hygienic measures, 
drink to excess, and that have certain idiosyncrasies. 
The bad symptoms of acquired syphilis, he claimed, 
are those of the soil upon which it is implanted* 
malignancy or mildness depending on that factor 
alone. Gonorrhoea was a more dangerous disease than 
syphilis ; its contagion was worse, harder to detect, 
and more persistent than that of the latter malady. 
GonorrhoBa killed more people than syphilis by stric- 
ture, cystitis, and kidney disease, or by metritis and 
salpingitis. These latter affections also destroyed 
population by causing sterility. 

If legislation is desirable for venereal diseases, 
Keyes held that it had better be first applied to 
gonorrhoea. He believed that public indifference 
would prevent any such step being taken. 

Dr. Sturgis also regarded the sequelas of gonor* 
rhoBa as more dangerous than those of syphilis. It 
was not only futile to attempt legislation on these* 
matters, but it would probably do more harm than 
good. 

We agree Tory thoroughly with the views enun* 
ciated by Keyes and Sturgis. That syphilis is to-day a 
mild disease is proven by the very large number of oaseis 
in which undoubted late syphilis occurs without the 
patient's knowing anything of its earlier stages, and 
where mendacity can be excluded with moral cer^ 
tainty ; by the multitude of cases of light primary 
and secondary syphilis which, treated and untreated, 
give no further eyidence of their presence — not to 
speak of those apparent initial lesions in which the 
non-appearance of other symptoms leads many of us 
to reject the specific diagnosis entirely ; and finally, 
by the small mortality directly traceable to syphilis, 
if we exclude those diseases of unknown causation for 
which syphilis forms a convenient etiological stalking 
horse. Compare the accounts of the sixteenth and 
seventeenth century syphilographers, or the syphilis 
of still virgin communities, as the Sandwich Islands, 
with the disease as we meet it in private practice 
to-day : the difference is very great. 

There are, in fact, two ways in which a contagious 
disease may become less hurtful. Isolation limits the 
number of cases. The exact reverse of isolation-* 
general infection — lessens its virulence. It seems 
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that the most snitable soil for the organism of syphilis 
IB one in which it has not grown for generations. 
Here it displays its full yigor and its most disastrous 
consequences. Such soils were the Europeans of the 
middle ages; such soils are the inhabitants of 
isolated island communities to-day. The same holds 
good of the other exanthemata, to which class, and 
not to a separate venereal order, syphilis belongs. 
Witness the ravages of that comparatively innocuous 
disease, measles, among the inhabitants of the Shet- 
land Islands. 

. The fact is, modern society is thoroughly " syphil- 
ized,^' though not in the sense of Anzias Turenne. 
The peculiar "using up'^ of the soil by one crop of 
the invading organism so plainly seen in scarlatina, 
smallpox, etc , seems as regards syphilis, to persist in 
a lesser degree even in the germ cell ; so that the 
body developed therefrom is a less suitable field 
for the disease than is one that has grown from a cell 
that has never been submitted to these influences. 
We therefore agree thoroughly with Dr. Keyes, that 
the occurrence of a severe syphilis or of a mild 
syphilis is entirely a matter of soil. Not only have 
we no reason to believe that the invading agent differs 
in virulence in different cases, but on the contrary^ 
there is abundant proof that one and the same virus 
may cause all the different gradations in seyerity of 
the disease. Hence, anything at all, heredity, con- 
*^titutional diseases, vicious habits, etc., that tends to 
lower the vitality of the body cells, leaves them an 
easier pray to the virus. 

As regards the control of the disease by legislation, 
it must not be forgotten that syphilis is a chronic and 
insidious malady lasting for years ; that it rarely 
incapacitates the patient from attendance to his 
ordinary duties, and is not necessarily appai*ent to 
his neighbors ; and that its occurrence, being usually 
due to irregular sexual intercourse, is looked upon as 
a reproach, and is concealed as much as possible. It 
is entirely impossible for the health authorities to 
keep every syphilitic under surveillance during the 
contagious period, which may last for more than two 
years. And it would be equally impossible to force 
any class of the community, either the patients them- 
selves, or their medical advisers, or those who come 
in contact with them, to report such cases. 

Only with people engaged in certain occupations, 
could it be partially carried out. We are heartily in 
favor of the registration of houses of ill fame, the 
regular medical examination of prostitutes, and the 
forcible retention of all sick ones in hospitals until 
cured of the sources of contagion. 

Cigar factories should be inspected and the perni- 
cious custom of using the teeth to bite off the end of 
the wrapper, and the saliva to finish the tip of the 



cigar, should be rigorously prohibited. It was only 
shortly that Dr. W. T. Gottheil reported in the New 
York Medical Journal^ two cases of chancre of the 
lip in cigar makers who employed this method. The 
same holds good for glass blowers and all avocations 
where the mouth is employed. 

To carry this out alone is a task of appalling mag- 
nitude and it would attack but a small portion of the 
varied sources of contagion. With other cases of 
syphilis the State cannot have concern. It is impos- 
sible to subject the entire population to medical, 
surveillance. 

THE AMEBIOAir MEDICAL A8S00IATI0K. 

The past meeting of the American Medical Asso- 
ciation was a pronounced success both from a scien- 
tific and social point of view. There were about one 
thousand members present, chiefly from the southern 
and western parts of this country. Everything 
possible was done by the medical profession of 
Detroit to promote the comfort of its guests and 
make their visit a pleasant one, and while the dele- 
gates were occupied with their work in the Sections 
their wives and daughters were taken in charge by 
the ladies of Detroit, and shown every attention. 
Much excitement was caused by the decision of the 
Judicial Committee in the case of those members of 
the Association belonging to the New York Medical 
Society. It is sincerely to be hoped that the com- 
mittee newly appointed will find a satisfactory way 
out of the difficulty. 

The meetings of the Section on Surgery were well 
attended, and the proceedings were ably conducted 
under tHe efficient management of Dr. Gaston^ the 
Chairman. A large number of valuable papers were 
presented, but time did not permit of sufficient dis- 
cussion to bring out the salient points of the papers 
read. This was a source of i*egret to many of the 
members who were anxious to discuss them. As Dr. 
Gaston justly remarked, a full discussion is frequently 
of greater importance than the paper which has 
brought it out. 

The appointment of Dr. Hunter McGuire, of 
Richmond, as President of the Association for 1893, 
was received with general satisfaction, and is a grace- 
ful compliment to one of the foremost surgeons of 
this country. 



With this issue of the Iistternational Journal 
OF Surgery we begin the publication of an Aus- 
tralian Edition under the management of the New 
South Wales Medical Transfer and Agency Company. 

Our advertisers, especially Surgical Instrument 
Makers, are requested to send catalogues, etc., to- 
them, at 79 Pitt St., Sydney, N. S. W. 
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Ori^ipal f\rti^\es. 



OFESATIOK FOB BEHOVAL OF THE aASSEBIAH 
GAF GLION. * 



By Emory Lanphear, M.D., Ph.D., 
Kansas City, Mo. 



Neuralgia of the trigeminns sometimes resists all 
medication and becomes so severe as to make life 
a burden ; no source of peripheral irritations can 
be detected ; surgical interference becomes impera- 
tive. Extirpation of Meckel's ganglion has not 
proven satisfactory ; and as removal of the Gasserian 
ganglion will certainly cure intractable trigeminal tic, 
its practice is justifiable. 

There are three methods of reaching the Gasserian 
ganglion : first, the intracranial ; second, by ablation 
of the superior maxilla and trephining the base of 
the skull ; third, by opening the base of the skull 
through the pterygoid region. 

Mr. Horsley has done the first operation by open- 
ing the middle fossa through the temporal region, 
incising the dura and lifting up the tempero-sphen- 
oidal lobe, so that the base of the skull can be seen 
by means of an electric illuminator ; he then cuts the 
root of the nerve as it emerges from the pons and fol- 
low^ing it through the dura mater (which here divides 
into two layers to cover in the ganglion) removes 
the ganglion from above. This, it seems to me, is an 
operation of great difficulty as well as severity, and 
besides the not inconsiderable compression of the 
brain necessary to expose the point of attack, must, 
in hands less skilled than Mr. Horsley^s, result in 
more or less injury ; and hasmorrhage, of alarming 
degree, is likely to occur either from the contiguous 
sinus or the artery. Mr. Horsley's only case died 
seven hoars after operation, presumably from shock. 

The second method has been followed by Mr. Eose, 
in one case ; the right superior maxilla was excised 
in the usual manner and the foramen ovale easily 
exposed ; a disk of bone was removed and the gan- 
glion extirpated ; the operation was followed by a 
violent panophthalmitis, which necessitated enuclea- 
tion of the eye; otherwise the operation was eminently 
successful. 

The third mode is, I believe, the one to be preferred 
and will be followed in the case now being chloroform- 
ed. Mr. Rose has performed this operation four times 
(see British Medical Journal, Feb. 6, 1892) success- 
fully, and Prof. Andrews, of Chicago, twice. In doing 
it one must be careful in two things : first, the ganglion 

* CUnical lecture deUvered before the posUg^raduate olass of the 
UvintrAtj Medical CoUese, Jfarpb ^, 1802. 



lying just above and external to the internal carotid 
artery, by a slip of the instrument, fatal haBmorrliage 
may be incurred ; Dr. Griffith will therefore stand 
ready to tie the common carotid in this patient, if 
necessary, while Dr. Binnie will assist me ; second, 
since division of the fifth nerve through the ganglion, 
or of its branches in front, gives rise to destruction of 
the parts supplied by it, and subsequent death (see 
Flint's Human Physiology, subject, "The Trige- 
minus^') the ganglion must either be totally extir- 
pated or the nerve divided behind the ganglion. 

The patient before you, James S., of Chanute, 
Kansas, presented himself about two weeks ago for 
surgical treatment of incurable facial neuralgia. He 
is fifty-four years of age, of good family history, of 
previous good health, non-syphilitic, and of strong 
constitution. For eighteen years he has suffered 
from trigeminal neuralgia, affecting the right side of 
the face. It has been progressive and for the past 
year has been so bad as to necessitate his remaining 
in bed ; you see him pale and emaciated, and lines of 
pain upon his face. For the past five years he has 
tried all the new coal-tar derivatives and the anodynes 
have been exhausted in vain search for a remedy ; 
morphine has no effect; his teeth have been extracted, 
but with no benefit. He has consulted rhinologists, 
neurologists, ophthalmologists, etc., without avail. 
When he was admitted to the hospital I prescribed : 
9 Quininae hydrobromat. gr. 20. 
Ferri sulphat. ex sic. gr. 10. 
HyoscyaminaB salphat. gr. -j^jy. 
Misce et ft. pil. no. xij. Sig.: One every four hours. 

This I did because Verneuil has said that no sur- 
geon is justified in operating for any neuralgia, until 
he has tried hyosdyamine. It did no good in this 
case. 

The head and face having been carefully shaved, 
the parts are thoroughly scrubbed with soap and water, 
dried, washed with ether, dried, and washed with bi- 
chloride solution, I'lOOO. The eye upon the affected 
side is irrigated with a weaker solution, and the lids 
stitched together with fine catgut ; the ear is cleaned 
and packed with gauze ; and the field of operation 
surrounded by bichloride towels. Commencing just 
below the outer angular process of the frontal bone, 
an incision is made along the upper border of the 
zygoma to its posterior extremity, and curving sharply 
downwards, descends just in front of the ear and over 
the parotid to the angle of the jaw, thence along the 
horizontal ramus to the vicinity of the facial vessels. 
This flap of skin is dissected uj), care being taken 
not to injure the parotid, Steno's duct and the facial 
nerve. By making this incision, as Mr. Eoso claims, 
there is gained a maximum of space with a minimum 
of disfigurement and no paralysis of the portio dura. 
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A long silk ligature is passed through the flap and 
held by an assistant, the retracted flap being protected 
by wrapping in bichloride gauze. 

The periosteum is now stripped from the zygoma, 
and four holes drilled thi'ough the bone — two through 
tlie zygoma close to its roots, and two through the 
zygomatic process of the malar. These are about 
one-third of an inch apart and are to provide passage 
for silver wires to hold the parts in apposition after 
trephining. With a Hey's saw the zygoma is divided 
between these holes, the anterior saw-cut being 
directed obliquely downward and forward, and the 
posterior back as far as possible. The bone is turned 
down with the masseter muscle attached, care being 
taken not to injure the muscular attachment on the 
under surface through which future nutrition must 
come. The coronoid process of the inferior maxilla 
being thus exposed, the blade of a Listen bone-for- 
ceps is passed beneath it, and the bone cut through ; 
no attempt will be made to restore the bone to its 
position, as the atrophy and cicatricial contraction 
might interfere with movements of mastication. The 
temporal muscle is turned up out of the way, expos- 
ing the pterygoids. 

The external pterygoid muscle is separated from 
the skull by the periosteal elevator and drawn down- 
ward. Search is made for the nerve that it may be 
followed to the foramen ovale through which it makes 
its exit. This cannot be found, so dependence must 
be placed upon the bony landmarks. The base of the 
clean skull, in the hands of Dr. Thrush, is carefully 
observed and corresponding points located upon the 
patient. Having determined the probable location of 
the foramen ovale, a half -inch trephine is introduced, 
the center pin being driven in a little behind and 
external to the foramen. At the first stroke of the 
saw a gush of bright arterial blood appears ; examina- 
tion shows that the trephine has cut into the foramen 
spinosum as well as the ovale, and wounded the mid- 
dle meningeal artery; with great diflSculty this is 
secured and the trephining resumed. A disc of bone 
is removed and the dura cut with scissors. Nerve- 
tissue is seen, but whether it be the ganglion or not, 
cannot be positively determined because of the hsem- 
orrhage ; however, it is seized with dissecting forceps 
and torn away, a curette introduced to thoroughly 
clean out the nerve-tissue and an attempt made to 
rapidly check bleeding, as the patient is beginning to 
show signs of shock. Haemorrhage having been 
arrested, the wound is irrigated with bichloride 
solution, the fragment of the coronoid process cut off 
with scissors, the temporal muscle tucked into the 
fossa, and the zygoma replaced and wired. As no 
drainage can be employed the incision is rapidly 
closed with a continuous catgut suture, the face 



washed, iodoform dusted on very freely and a firm 
compress of bichloride gauze applied. The usual 
dressings are used. 

Both eyes will be kept bandaged for four days and 
the one on the affected side for some weeks. If we have 
been successful in carrying out our design, we shall 
secure healing by primary union, so far as the external 
wound is concerned. And as for immunity from the 
terrible paroxysmal pain, we may expect the most 
gratifying results, if we may judge from the relief 
secured in the seven cases thus far operated on. 

In reply to the question : " What effect will this 
have upon mastication ? ^* I would say that the patient 
must necessarily do his chewing, henceforth, upon 
the opposite side, but as he has already done this for 
more than ten years, it can inconvenience him but 
little. 

In conclusion, after a careful study of the opera- 
tion, I must say I believe Mr. Bose to be correct in 
his assertion, that in all cases of epileptiform neural- 
gia of the trigeminus, where treatment has proven 
unavailing, extirpation of the Gasserian ganglion 
through the base of the skull is a somewhat difl&cult 
but not dangerous method of cure. 

Note.— -This patient made an ideal recovery. Shock was 
easily overcome. The temperatare rose to lOO}^^' F. on the 
day following the operation — pure surgical fever — ^but rapidly 
declined. Freedom from pain was absolute. The appetite 
speedily improved and there was a gain of about ten pounds 
in weight during the two weeks that he remained in hospital. 
There developed a suppurative conjunctivitis upon the affected 
side, and it was feared that the eye might be lost. Treatment 
by Irrigations with mild bichloride solution subdaed it in 
about five days, and no further trouble was experienced. U 
is possible that it was the result of the introduction of the 
stitches into the lid, the conjunctival sac having been 
imperfectly cleaned. The patient was allowed to return to 
his home, 150 miles distant, on the thirteenth day after 
operation. He now claims to be the happiest man in the 
State of Kansas. 

April 26, 1892, 



EPILEPSY OTIRED BY THE TBEPHIHR 



By Alex W. Ebbse, M.D., Warbeksbubq, Mo. 



The operation for the relief of epileptic convulsions, 
by the trephine is not a new one. In fact, from the 
very nature of the case in traumatic examples, at 
least, the idea of the probable cause is suggested at 
once; that is pressure on the brain. 

Fracture of the skull, with depression, produces 
just such symptoms as we would be led to aspect. If 
the injury is great we find profound coma,, the aboli- 
tion of special sensation^ & struggling,, alo.Wa. feilU 
labored pulse, etc.^ etQ> 
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In an injury of less gravity we might expect, and 
the fact is do see^ conyulsions, more or less severe^ of 
an emphatically pronounced epileptoid character. 

Now, in the former cases we know just exactly 
what is the matter and just exactly what to do. We 
know these symptoms are produced by pressure on 
the Jyrain, and that when that pressure is removed, 
ctBterus paribus, the symptoms, will vanish at once. 

Reasoning, a priori, we would naturally be led to 
infer that epilepsy occurring either directly or 
remotely, subsequent to an injury of the skull, might 
be supposed to depend on that injury as the exciting 
cause. 

This, in fact, has been the line of reasoning that 
led surgeons to resort to the trephine, for the perma- 
nent relief of cases of this sort. 

The earlier results of such operative procedures 
were not quite as favorable as the profession was led 
to expect. The first operation, by La Motte, in 1705, 
resulted only in partial success. Mr. Gline, of Lon- 
don, in 1804, reports a successful case. Dr. Dudley, 
of Kentucky, in 1828, reports five cases, three of 
which were successful. The elder Gross, operated 
four times with one cure and three deaths ; in the 
fatal cases death occured of phrenitis inside of the 
first week. Dr. Stephen Smith reports in the New 
York Journal of Medicine, for March, 1862, twenty- 
seven cases with only seven cures. 

With these preliminary observations I will now 
proceed to the report of my case. About the 1st of 
November, 1891, I was consulted by the patient 
whose history is given below; 

Joseph Boston, of Benton Co., Mo., aged 21, tall, 
(6 ft. 1 in.) slender, dark hair and eyes, of healthy 
parentage, eight years previously had received a blow, 
with an axe, directly on the top of the head and in the 
median line of the skull. The edge of the instirument 
cut entirely through the cranial bones, inflicting an 
extensive wound down to the meninges of th^ brain. 
The injury was accidental, being inflicted by one of a 
party of boys, engaged in chopping a rabbit out of a 
hollow log. He informed me that the wound healed 
kindly and did not stop him from work. 

Four years subsequent to the accident he began to 
have **fit8.'' These, I am confident from the descrip- 
tion given by the patient and his friends were epilep- 
tic in their character. They continued to increase in 
severity, frequency and duration, until within the past 
six or eight months, when the paroxysms occurred 
two or three times each week, sometimes oftener, and 
lasted, not infrequently, twenty-four hours. 

During these seizures he was totally unconscious of 
all that transpired about him. His friends, also, 
informed me that these paroxysms were very violent; 



that it was with great difficulty he could be con- 
trolled. 

An examination revealed a distinct depression in 
the skull at the site of the injury in the median line. 

This fact, in conjunction with the history of the 
case, led me to conclude that the **fits" were the 
result, either of an exostosis or a thickening of the 
hone, at the expense of the inner table, thus causing 
undue pressure on the brain. 

An operation by trephine was suggested, for the 
relief of the trouble. Dr. L. J. Schofield, of this 
city, being called in consultation, concurred in this 
view, and the patient and his friends heartily agree- 
ing thereto, a day was set for the operation. 

November 12th, we met and proceeded with the 
operation. Every antiseptic precaution was used as 
to instruments, sutures, dressings, etc., and all con- 
cerned in the work. The patient then being placed 
on the table. Dr. Schofield proceeded to administer 
the ether. When the patient was fully under the 
infiuence of the anaesthetic, I made a V-shaped 
incision in the scalp, of sufficient capacity to include 
the old cicatrix. This was dissected up, and the 
skull bone exposed. Using a large-sized trephine, I 
removed the disc of bone which, on examination, 
revealed an abnormal thickness of about one-eighth of 
an inch across one-half its surface. 

The operation was done on Thursday, Nov. 12th, 
at 10 A.M. In order to control nervousness, we 
prescribed bromides and antikamnia. These measures 
seemed to have a good effect. He slept soundly the 
greater part of each night ; his appetite was good and 
he was cheerful in spirits. 

On Sunday, Nov. 16th, about 3 p.m., I was hastily 
called to see him. I found him in convulsions, wild, 
raging and uncontrollable. I at once administered 
chloroform and speedily controlled the spasms with 
this agent. In the meantime the incisions in the scalp 
had entirely healed hj first intention, without the 
supervention of a single drop of pus, or one untoward 
symptom. He sat up most of the time, went out to 
the dining-room for his meals, and was cheerful and 
even jovial in his mood. 

On Monday, Nov. 16th, he met with an unfortunate 
accident which, for a time, put a very grave phase on 
case. He had been walking about the room, and 
feeling a little fatigued, he sat down on the edge of 
the bed and then threw himself backward in order to 
lie down. In the act, he struck his head against the 
head board of the bed, receiving the blow immediately 
over the site of the recent operation. Great pain 
and tumefaction resulted, followed by violent delir- 
ium, elevation of temperature, and increased fre- 
quency of the pulse, reaching as high as 132. 
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These Bymptoms caused us no little anxiety of 
mind. 

On Nov. 19th, after consultation, Dr. Schofield 
opened up the wound on one side. Finding the plate 
(a celluloid one) which we had originally inserted, 
completely thrust aside, and looking on it as a possi- 
ble source of irritation. Dr. S., with my concurrence, 
removed ifc. Only one line of incision was disturbed. 
The doctor and I both visited him daily from that 
time until his final discharge. 

The wound was mopped out daily with absorbent 
cotton, saturated with Marchand^s peroxide of hydro- 
gen. Iodoform was dusted into the cavity, a piece of 
antiseptic gauze, covered in with absorbent cotton, 
was laid over the wound and these dressings retained 
in situ by a roller bandage. He was kept on quinia, 
iron and the bromides, with an occasional Dover's 
powder at night, with the best results. 

He was finally discharged, December 12, 1891, and 
trom that day to this, three months, he has not had 
a single fit. 



COMPEESSION OF THE OAEOTU) AETEEIES FOR THE 
TREATMENT OF EPILEPTIO SEIZURES. 



By John H. Jamar, M.D., Elkton, Md. 



I have just received a copy of your valued journal 
and, among other interesting cases reported, I find 
one by Dr. Leopold Roheim, of Budapest, of eclamp- 
sia, treated by compression of the carotid arteries. 
This recalls a case that came under my care during 
the late war, whilst on duty as surgeon at Mower 
TJ. S. General Hospital, Chestnut Hill, in 1863, which 
was at first accidentally, afterward intentionally 
treated in a similar way. It was the case of a soldiet, 
who had received a gun-shot wound at the battle of 
Gettysburg. The ball had pierced the cranial tables, 
injuring the dura mater near the juncture of the 
sagittal and coronal sutures, and was removed at the 
hospital in Gettysburg. When received into my 
ward I found so much exfoliation of bone had taken 
place around the edge of the wound, that it would 
not only admit the end of the index finger, but the 
pulsations of the brain were distinctly felt and seen. 

One day, whilst at play in the ward with a comrade, 
he fell accidentally, striking the side of his head 
against the bedstead, which at first stunned him a 
little, but soon was followed by a violent convulsion. 
I was hurriedly summoned and soon after reaching 
him he had another severe seizure. To prevent him 
from hurting his head from the violent spasms of the 
neck and spinal muscles, I instantly seized him by 
the throat and pressed his head firmly to the floor, 
while an assistant held the lower extremities. The 



spasm immediately ceased and the patient soon was 
conscious again. This surprised me. It was not long 
before there was return of the violent paroxysm and, 
concluding that the compression of the bloodvessels 
of the neck had contributed to the previous sudden 
suspension, I again made pressure over the carotids 
between the larynx and sterno-cleido-mastoid muscle 
with similar results. I was so struck with the novelty 
and efi^cacy of the modus allevandi, that I waited and 
permitted the patient to have two or three more 
seizures in order to make the test again, and the 
same satisfactory result followed. Believing the 
attack due to intensification by the fall of a pre-exist- 
ent hyperaesthetic condition of the cerebral structures 
consequent upon the traumatism, I gave him a hypo- 
dermic injection of one-eighth grain of morphia sul- 
phate, first thoroughly evacuating the bowels by an 
enema. He was then placed on light diet and the 
use of nerve calmatives with no return of the par- 
oxysms. 

I have also resorted to the pressure treatment since, 
in cases of epileptic seizures, with the same results. 
The rationale of the treatment at the time was about 
in accordance with Dr. Roheim's. I have also tested 
the same treatment in violent attacks of neuralgia, 
when the pain has been almost intolerable, with very 
gratifying results. For the time instant relief was 
given and, although not permanent, the pain when it 
returned was much more moderate in degree. My 
reason for the experiment was the same as in the case 
of the epileptiform seizures. I think the subject well 
worthy of further investigation. 



EMPYEMA FOLLOWING INFLUENZA IN A FEMALE 

CHILD AGED SEVEN YEARS, OPEEATIOH; 

REOOVEEY. 



Bt 0. W. Braymeb, A.M., M,D,, Cahdsn^ N. J. 



In the beginning of October, 1891, the patient, a 
bright little girl, sufl^ered from an attack of influenza, 
mild in type, and after a few days treatment was 
apparently well. As far as could be learned all of 
the organs were in a normal condition and their 
functions regular. 

On January 18, 1892, when called to the patient 
again, I was informed that for ten days or two weeks 
past, there had been no desire for play, appetite was 
poor, she was losing flesh, sleep was disturbed and 
she could only rest in a half reclining position on the 
left side. 

Examination showed marked signs of empyema, 
viz. : there was a rapid pulse, elevated temperature, 
and a hectic flush on each cheek. On looking at 
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the thonix, the right side was characterized by its 
emaciated appearance, while the left appeared en. 
larged. There was a marked bulging of the inter- 
costal spaces giving a swollen shape. The heart was 
displaced to the right, tlie apex beat being felt an 
inch and a half to the right of the sternum. There was 
dullness on percussion, difficulty of breathing, etc. 
Aspiration was tried, the needle, a large one, being 
introduced midway between the spine and the sternum 
in tlie eighth intercostal space on the left side. Co- 
caine was the anaesthetic used. The pus was found 
to be so thick that only ten ounces could be with- 
drawn by this means. The exhaustion being great 
from this procedure, the i)atient was left until the 
following day, when a ^STo. 12 (American scale) trocar 
and cannula was plunged into the cavity, through 
the former opening, and fully one quart of pus with- 
dmwn. A double rubber drainage tube was intro- 
duced and the cavity left to drain. However, this 
was of no use, the lumen of the tube becoming closed 
on account of pressure from the surrounding parts. 
Therefore a silver tube. No. 12, made with a plate to 
keep the whole of it from being forced into the cavity, 
und for the attachment of tapes to hold it in place, 
was introduced instead of the rubber one. The cavity 
was washed out daily for eight weeks with a one to 
five thousand solution of bi-chloride of mercury, 
as warm as the patient could bear, followed by steril- 
ized water to remove any excess of the antiseptic that 
might remain. No attempt was made to keep air 
from entering the cavity. The dressing used was a 
pad of iodoform gauze under the plate next to the 
integument, as well as several folds of the same 
material over the exit of the tube, all being held in 
place by a bandage. The tube was only removed 
when it became occluded with pus, and then when 
cleansed immediately returned. At each washing of 
the cavity the solution was injected until it came 
away clear. 

From the beginning there was marked improve- 
ment. The febrile symptoms rapidly subsided and 
only returned, in any degree, when drainage became 
imperfect. To-day the patient is entirely recovered. 
At the end of two months, all discharge having 
ceased, the tube was removed and the wound allowed 
to heal. 

In conclusion I can see no harm from tlie entrance 
of air into the pleural cavity in these cases. A rubber 
drainage tube, unless it were made of hard rubber, is 
of no avail. Removing the contents of tlie pleural 
sack, at intervals and not at one sitting, seems to be 
the beat for the patient. There is no danger in the 
use of bichloride solutions, provided the residue is 
flashed away with boiled or distilled water. 



SENILE GANGEENE TREATED BY MASSAGE. 



By W. H. Ten Bkoeck, M.D., Pakis, 111. 



I have but two cases to report, which are not enough 
to prove anything, but in viev/ of the fact that few 
cases are seen by the general practitioner, and tho 
disease is very fatal, would it not be well to compare 
notes ? 

During the winter of 1886, I treated a diabetic 
patient, nearly seventy years old, for senile gangrene 
of the distal two-thirds of the small toe of the right 
foot, and in the spring of 1887, I treated another 
diabetic patient about sixty years old, for senile gan- 
grene of the small and second toes and part of the 
large toe of the left foot ; the disease in this case also 
invaded the sole of the foot. Both cases recovered, 
the first perfectly, and the second with the loss of 
the first joint of the second toe and two joints of the 
small toe and all the flexor tendons attached to 
them. 

Both patients have since died, the first from general 
debility, caused by large financial losses, and the 
other from heart failure, following la grippe, but in 
neither case was there a recurrence of the gangrene. 

In the first case massage was kept up almost con- 
stantly for the first three days, then as much as was 
necessary to keep up the circulation. I had two good 
nurses who relieved each other. 

The internal remedies were: codeine, salicj'late pf 
sodium, nux vomica and dilute phosphoric acid. 

In the second case massage was kept up for about 
four months by an excellent nurse. I applied Peru- 
vian balsam several times, but with that exception, 
the local treatment consisted of listerine and absorbent 
cotton. 

The internal remedies used were : opium, nux 
vomica, and dilute phosphoric acid. I also gave 
digitalis for a few days, as the general circulation was 
very bad. 

The patient said she had not been warm for three 
years, although she had spent one summer in Southern 
Kansas, and that on one occasion she had found a 
needle sticking two-thirds of its length in her arm, 
but had experienced no pain from it. The sense of 
touch was gone, and the skin felt harsh and came oflf 
in branny scales. 

After the circulation was established and the skin 
became natural, sensation returned, and she was able 
to sew. 

Whether senile gangrene is due to calcareous 
degeneration of the blood vessels, or to calcareous 
deposits which lessen their calibre, the result is 
always a lack of nutrition in the affected part. Now, 
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is it not reasonable to suppose that massage will do 
more than anything else towards effecting a cure ? 
I had our best physician called in to see these cases 
and he said I was foolish for attempting to save the 
lives of these patients except by amputation, and that 
I would be compelled to resort to it in the end. I 
was careful not to force gangrenous tissue into the 
circulation, but kept as near the dead line as possible. 
In the first case the part, although blacky was not 
entirely dead, and I was not obliged to exercise as 
much care. I had some opposition from neighbors 
who wished to apply poultices, and said I was a fool 
for trying to cure a sore foot by rubbing it. 

BUBOIOAL PATHOLOaT OF THE BONE-MEDTILLA 
AND 8PLEEH. 



The tuUowing ar^ole was reoelTed ¥Fithout the author's sifiniature. 
After holding it for a nomber of months we hare decided to publish it 
- on account of its value. If the author will send us his name we will be 
pleased to giye him due credit tn the July issue. 



I propose in this paper to limit my remarks to the 
appearances exhibited in a few cases occurring in my 
own practice. 

Rodgkins Disease {Ancemia Lymphatica). — The 
case which first attracted my attention to this inter- 
esting, but as yet comparatively unknown subject, 
was one of general lymphadenosis occurring in a 
male, aged 5G. Enlargement, tenderness and hyper- 
secretion of the parotid, submaxillary and sublingual 
glands, were the first symptoms apparent. The cer- 
vical and subcutaneous groups then became involved, 
while palpation proved that the mesenteric glands 
were also affected. Asthenia rapidly developed, 
followed by coma, continuing forty-eight hours, inter- 
rupted by a brief period of semi-consciousness and 
ability to speak, succeeded by stertorous breathing 
for two or three hours, one severe general convulsion, 
and death. My attendance upon the patient had 
continued for somewhat less than three weeks from 
my first visit. 

Pathogenesis. — ^A section of the spleen, which was 
somewhat enlarged, exhibited upon the cut surface 
numerous masses, varying in size from a grain of rice 
to that of a hazel nut, and presenting a grayish- white 
or drab color. The bodies appeared in lieu of the 
normal Malpighian corpuscles. My knowledge of the 
fact that a fracture of the tibia and fibula had been 
sustained some seven or eight years previously, led 
me to examine the side of the fracture. I found the 
normal medulla replaced by a red lymphoid marrow ; 
and in order to discover whether this condition bore 
any relation to the previous injury, I examined the 
femur oP the same leg and the tibia of the opposite 
side. The red or foetal marrow was present aJso in 
these bones. 

Leukceniia. — This case was that of a married 
lady, sterile, and residing in a non-malarial region. 



The enormously hypertrophied spleen filled the left 
hypochondriac, lumbar and iliac regions, encroaching 
largely on the epigastric and umbilical areas. A drop 
of blood from the finger-tip was examined microscopi- 
cally. The color was remarked as less bright than 
that of healthy blood. The ratio of white to red 
corpuscles was judged to be 1 to 10. The white cor- 
puscles varied in size from 1-1500 to 1-3000 of an 
inch in diameter, the former resembling the marrow- 
cell, the latter the lymph-cell. The patient lingered 
for some months, exhibiting no symptom worthy of 
remark, except increasing anaemia and asthenia. 

At the autopsy the marrow of the sternum, os calcis 
and ulna respectively was examined. The most con- 
stant elements found were nucleated red corpuscles 
and crystals, known as Charcot's. In appearance the 
marrow from the several regions differed much less 
than in the normal condition. 

The spleen was of a deep violet-red and presented 
adhesions to the abdominal wall. On section it was 
found to be firmer than the noi*mal tissue, exhibiting 
the trabeculse clearly and showing no traces of the 
Malpighian bodies when examined with a power of 
60 diameters. The organ weighed nearly ten pounds. 

OsteO'Myelitis. — The autopsy in this case, one of 
chronic, circumscribed osteo-myelitis, revealed an 
extensive cavity in the head of the right tibia, the 
anterior wall being extremely thin and composed 
merely of a slight thickness of compact tissue, ' 
covered with periosteum and fibrous and cutaneous 
tissue. This region had, during life, exhibited 
marked pulsation. The finger introduced into the 
cavity distinguished the ragged remains of cancellated 
tissue and a tolerably firm coagulum partially ad- 
herent. The leg could be carried, with ease, in any 
direction, allowing itself to be brought anteriorly to 
almost a right angle with the thigh. The histological 
elements were giant-cells and granulation tissue. 

The presence of the lymphoid cells and granular 
substance in the specimen, brought to the observer's 
mind, in a striking manner, the foetal marrow or that 
found in the short bones of the adult. We find them 
invariably in normal or abnormal tissues, in contact 
with bone undergoing absorption.* Virchow and 
Bokitansky hold that the lacunar cell is the trans- 
forming power in bone-absorption. Billroth asserts 
that the granulation tissue mentioned above is the 
agent of destruction or rather solution, and gives as 
an instance the effects produced upon ivory pegs 
used in operations for false joints. He claims that 
the granulations dissolve the lime-salts, by virtue of 
the lactic acid contained within their substance. 
Yolkmann and Barwell affirm, on the other hand, 
that the granulation tissue is alkaline, and direct 
attention to the fact that the pegs are only occa- 
sionally eroded, and that sequestra withstand the 
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process for long periods, while living bone is absorbed 
rapidly ; concluding, therefore, that the process is a 
vital act. 

Examination of the spleen in this case, revealed 
adhesions to the diaphragm and an increased volume. 
Itexliibited a mottled appearance ; the surface being 
marked by light grayish-yellow areas, separated by 
deep violet interspaces. The differently tinged areas 
were found to correspond to the external surface of 
pyramidal portions of the tissue which, owing to the 
peculiar distribution of the non-anastomosing* arteries 
of the spleen depended upon a single terminal 
Teasel for their vascular supply. 

At the point where this arteriole terminated in a 
leash of the terminal vessels, an embolus was generally 
apparent. The adjacent pulp-tissue, lying towards 

I the external border of the organ, was of a dirty- white 
or yellow color in parts wherein sufficient time had 

I elapsed to allow of the invasion of leucocytes. The 

! fiolet-colored portions of the surface correspond to 
regions infiltrated with blood from the nearest per- 
TJons vessel and possibly from the adjacent vein 

I which, owing to its valveless f condition, permitted 

! regurgitation of its contents. 

Syphilis. — In examining the tibia of a patient 
who had suffered from tertiary syphilis, I found the 

I nsaal gummatous material involving the medullary 
cimsi, while the compact tissue was redder and more 

' spongy or lacunar than normal. The spleen was 
lardaceons or amyloid throughout. The surface of a 

I section responded both to the iodine and methyl- 
yiolet test. Under a power of 250 diameters, the 

I chief alterations were noticed in the trabecule and 
walls of the venous sinuses. The capsule exhibited, 

! scattered over its surface, light colored portions 
resembling in density cartilage, or even in some 
places, the calcareous plates found in the arterial 
walls in certain instances. This form of morbid 
change is not always diffuse, but may be confined 
chiefly to the Malpighian corpuscles, producing the 
appearance known as ''sago-spleen." The presence 
in the same organ of the two forms of degeneration, 
namely, lardaceous and ^jalcareous, would tend to 
make me adopt the views of Kieber and Yirchow, 
whichy while differing somewhat from those of Cohn- 
heim, would appear more probable than those of 
Rindfleisch and Billroth, who adhere to the infiltra- 
tion theory. 

I Myeloid, — In 1880, 1 examined the spleen of a man 
who had died from an immense myeloid Cumor of the 

I scapula. The organ was larger by at least one-half 

! than in the healthy subject, was extremely soft, of a 
very dark color and gave way on very slight pressure, 
resembling, in fact, a large blood-clot rather than an 
organized structure. The prevailing cell noticeable 
was a large many-nucleated one, similar to that 
^Vlrohow. tCohnheiin. 



found in the foetal marrow and the medulla of short 
bones and diploe of fiat ones in the adult. 

The question arises whether the multiplication of 
these cells was owing to an infiltration or to a trans- 
formation in loco and hyperplasia of elements 
normally present in the spleen. 

Typhoid Fever. — I am not aware that any connec- 
tion has been traced between morbid changes in the 
bone-medulla and the splenic hyperplasia which 
reaches its maximum at the height of the disease and 
diminishes with convalescence from enteric fever. I 
have, however, observed the sequelae of periostitis of 
the tibia and ulna in patients who had exhibited 
marked symptoms of peri-splenitis ; and have under 
my charge at present, a patient who recovered from a 
severe -attack of typhoid about four years ago, and 
shows symptoms now of necrosis of the tenth and 
eleventh ribs, with osteitis of the eleventh dorsal 
vertebra. Splenitis was a marked symptom in the 
clinical history of this enteric attack. 

Relapsing Fever, — According to Ponfick • the most 
constant changes occurring in fatal cases of ' 'Typhus 
Becurrens *' are those affecting the spleen and marrow. 
Abscesses in the cancellated extremities of the long 
bones, especially the tibia, are found associated with 
proliferation and subsequent degeneration of the 
lymphoid cells of the medulla. Multiplication of 
the nuclei in the walls of the arterioles and fatty 
degeneration of their coats is another feature of the 
medullary pathogenesis. 

Py<Bmia and Septicamia. — Globular bacterise have 
been demonstrated in the medulla and splenic tissue, 
as well as in the blood of those dying from pyaemia, 
whilst the rod (bacillary) forms are equally abundant 
in those tissues in septiceemic cases. 

Glanders. — Both bone-medulla and spleen become 
affected secondarily in this disease. The specific 
microbe is particularly abundant in the latter organ. 

Anthrax. — The morbid appearances in spleen and 
medulla in this virulent disease, are amongst the 
most constant — ^the tissues of the former swarming 
with micrococci and bacilli, while the normal fatty 
marrow is replaced by a yellow or greenish-yellow 
material occasionally of a tallow-like consistency and 
exhibiting the peculiar bacillus, although in less 
abundance than the great blood-lymph gland. 

I have thus endeavored to call attention to some 
analogies existing in the surgical pathology of the 
spleen and bone-medulla, and while I have, perhaps, 
stated nothing particularly new, and refrained from 
propounding any startling theory, still the field is an 
extensive one, and further researches by skilled his- 
tologists are required to aid the physiologist in 
arriving at a correct solution of the mysterious con- 
version of chyme into blood, and the functions of the 
ductless glands. 
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EEYSIPELAS rAOIEI-OireOHIA SYPHILITICA AND 

EUPIA-OHANOEK OF LIP-EODEKT ULOEE- 

GUMMA OF TONGUE. 



By Wm. S. Gottheil, M.D. 

Lecturer on Dermatology^ New York 'Polyclinic^ Attending 
Surgeon, Glass of Dermatology , North- Western Dispensary. 



Case I. The first patient that I show you to-day, 
is a male, aged 25. He tells us that three days ago 
a small pimple appeared upon the columella nasi, 
followed by a swelling that soon involved the entire 
tip of the nose. ' At the present moment he has a 
marked erysipelas extending over the bridge of the 
nose and both cheeks. 

Erysipelas invariably starts from some focus of 
pus retention, in which the erysij)elas organism 
has gotten, as well as the ordinary pus-producing 
microbes. It is frequently apparently idiopathic ; 
but a careful examination always reveals a crust with 
pus under it on the head or in the nose, or an acne 
pustule on the face, from which the process origin- 
ated. There is no idiopathic erysipelas. From the 
centre the erysipelas organisms spread through the 
superficial lymphatics of the skin. 

A free opening and scraping out of such furuncles, 
softening and removal of such crusts, is, therefore, 
the first ste]) in treatment. After that the old lead 
and opium wash is good ; but far better is the use of 
ichthyol, either in a 10 to 20 per cent, ointment, or in 
an equally strong alcoholic lotion. Under this treat- 
ment the infection is cut short and the inflammation 
rapidly subsides. Ichthyol is an almost specific remedy 
against the erysipelas coccus. I expect the process in 
this case to be cut short in 24 hours. 

Case II. The man whom I now present to you has 
been suffering from .syphilis for two years. He shows 
the effects of the poison on a debilitated organism. 
His right thumb and his left great toe are the seat of 
an onychia and a paronychia of great intensity. Both 
extremities are swollen, red, angry-looking, and very 
painful. The entire nail-bed of the thumb has been 
destroyed, and is represented by a suppurating sur- 
face. On the toe a small portion of the nail still 
remains. Besides this he shows upon his head and 
u])on several places on the trunk and extremities, 
large ulcerative syphiloderms covered with immense 
oyster-shell crusts — the well-known rupia. 

Syphilitic onychia is rare, and occurs only in bad 
cases. The process begins as an ulceration at the 
margin of the nail, which gradually spreads until the 
entire bed is involved and destroyed. Notice that 
the skin of the finger remains unaffected. 



The patient is sallow and anaemic. His appetite ii> 
poor, his bowels are torpid ; he has been drinking to 
excess and leading a dissipated life. I cannot too 
strenuously impress upon you the fact that the differ- 
ence between a syphilis, so mild as to be almost 
unnoticed, and one that destroys tissues and organs 
and ultimately kills, is simply a matter of the general 
health. Normally strong and vigorous cells are quite 
capable of coping with the syphilitic organism ; weak 
and sickly cells succumb to it. Hence, in a case like 
this, treatment should be directed more to the general 
health than to the specific disease. Good and robor- 
ant diet, exercise, warm baths, sufficient sleep, and 
no liquor, with bitter tonics, quinine and strychnine, 
are the essential elements of his treatment. By these 
means alone we may so improve his condition as to 
give his cellular elements a chance in the fight. 

Besides this we will put him on a mixture contain- 
ing 1-16 grain of biniodide of mercury and 15 grains 
of iodide of potash thrice daily. If the iodide dis- 
agrees, as it is very liable to do in a case which has a 
chronic catarrhal gastritis, as this man has, it must 
be stopped at once, as doing more harm than good. 
Mercury alone can then be tried, possibly in the form 
of inunctions or fumigations. Locally we will use 
an ointment composed of europhen, gr. 20 to ji, 
which I have found very useful in these cases. The 
best results we can hope for, is the replacing of the 
entire nail-beds by connective tissue ; a result which 
will give him a functionally unimpaired though deli- 
cate finger and toe. 

Case III. Here is a young girl who illustrates 
another feature of this protean disease. She comes 
to us complaining of a tumor of the upper lip whicli 
has been present one month. As usual in these cases, 
her history is negative ; giving us another proof of 
the truth of the opinion that a syphilitic history 
should not be inquired into in doubtful cases, as being 
more likely to mislead than to guide. 

The tumor is, as you see, a typical hard chancer; 
there is no possibility of mistaking this hard, dry, 
indurated nodule, which lias the size of a large bean. 

And in spite of her denials, there is, as you see, 
still present over her body, the remains of a general 
macular eniption ; there is a general adenopathy, a 
specific pharyngitis, or, sufficient to remove all trace 
of doubt if any were present. 

This is, of course, a most dangerous lesion as a 
source of contagion for others ; the more so as the 
girl is a segar finisher by trade, and completes her 
work, as they all do, with her lips and saliva. Each 
segar of the thousands she has finished, and of the 
other thousands that she will finish, before the chancer 
disappears, is a possible source of syphilis for the 
unfortunate smoker. Nor do I know any way of 
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preventing it. She must work and, as you see, she is 
utterly incredulous as to the nature of her malady. 
We can only take the most energetic me^isures possi- 
ble to cut short the growth of the chancer. Mercurial 
injections would be best ; but our patients, even in 
dispensaries, lack the docility of the Germans, and I 
am sure that if I gave her an injection now, we would 
see her no more. We will, therefore, use inunctions 
of mercurial ointment, made with lanolin, which is 
more readily absorbed than the ordinary kind. We 
will push the remedy to the verge of salivation as 
rapidly as possible, 

1 will add in this connection that the lesion in this 
case is not necessarily of venereal origin. The girl 
may have contracted it quite innocently from a com- 
panion through a kiss, a cup, a lead pencil, etc. 

Case IY. The next patient is one who is well 
known in the dermatological and surgical clinics of 
this city. His entire left cheek and lower lid is 
involved in an ulcerative process of a chronic charac- 
ter. In the central portions scar tissue has been 
formed ; but at the margins, extending down into 
the beard, and up to the external canthus, the pro- 
cess is actually progressing. The margins of the 
ulcerated area are raised, hard, of a whitish waxy 
color, and rapidly tend to break down. The disease 
has lasted eight years, during which time it has con- 
tinuously extended, and it undoubtedly will continue 
to extend until the eye and the life of the patient are 
destroyed. It is a case of that superlScial variety of 
epithelioma, known as rodent ulcer, and of course, 
only the most radical treatment offers any hope of 
success. This would involve ablation of part of the 
lower lid, with subsequent plastic operations to 
remedy the defects of tissue. This the patient per- 
BJstently refuses to submit to. All attempts in the 
past to limit the extension of the growth by caustics, 
mineral acids, potassa fusa, etc., have only aggravated 
the condition. 

Such being the case, we are reduced to the use of 
measures designed to mitigate the severity of the 
symptoms caused by the extension of the disease to 
the proximity of the eyeball. Sedative collyria and 
protective ointments are the limits of our therapeutic 
efforts. 

Case Y. This man is an interesting case from a diag- 
nostic point of view. Four months ago this patient 
noticed a swelling of the tongue, which gradually 
increased until it became difficult for him to retain 
the organ in his mouth. Pain was not present, and 
his only discomfort resulted from its size. A diagno- 
sis of cancer was made and ablation of the diseased 
organ recommended. This the patient refused, 
laekily for himself, and nothing was done. At this 
moment, as you see, the tongue is so large that the 



patient carries it habitually protruded from the 
mouth. 

The entire organ is swollen and nodular, but chiefly 
along its central portion. The mucous membrane is 
entirely unaffected. Prom the absence of ulceration 
and of pain, from the rapid progress of the disease, 
and from the history of the case, I made a diagnosis 
of syphiloma of the tongue when I first saw the case 
two weeks ago. He was immediately put upon appro- 
priate treatment, and the result, even in so sliort a 
time, has been marked. The tumor has diminished 
in size, the disability is less, and there is no doubt 
that the gummatous exudation will entirely disappear 
in the course of a few weeks at most. 

This case illustrates the difficulty in the differential 
diagnosis of these two affections ; but in case of doubt 
it is a safe procedure to put the patient on vigorous 
mercurial treatment to determine the nature of the 
di^ase. 

An epithelioma takes months where a syphiloma 
takes weeks. Such a tumor as this, if epitheliom- 
atous, could hardly develop in less than one to two 
years to its present size ; whereas this disease dates 
back only ten or twelve weeks. In epithelioma the 
submaxillary and sublingual glands would, by this 
time, be themselves involved, whereas in syphilis the 
moderate glandular enlargement is simply that due 
to the general adenitis caused by the disease. Nor 
would an epithelioma have grown to this size witliout 
ulcferation or pain. 

Treatment has decided the diagnosis, and the 
patient's obstinacy has saved him from a useless and 
disfiguring operation. 



OHEONIO BALPIMITIB - SUBINVOLUnOIT - THE 
UTEEEJE ELEVATOE DT THE DIAGNOSIS OF DIS- 
EASES or THE UTEBU8 AND ITS APPENDAGE8- 
PEAOTIOAL POINTS ON THE USE OF THE OURETTK 



By H. Mariok Sims, M.D., 

ProfMBor of Gynecology at tJie N. T. Polyclinic, Visiting 

Gynecologist to 8t. Elizabeth Hospital. 



Gentlemen : 

The greatest essential to making a correct diagno* 
sis of any obscure disease of the uterine appendages 
or a correct diagnosis of any disease of the pelvic 
organs, is an accurate knowledge of the normal con- 
dition and exact position of these organs. When 
you are perfectly familiar with all of these essentials, 
the exact sensation to the touch, shape, and precise 
location of the parts, then, to make an accurate diag. 
nosis is not a very difficult thing. 

To make a diagnosis of the precise pathological 
condition in this case before us, is a comparatively 
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easy matter, because the abdominal and yaginal walls 
are thin. It is not difficult to map out the whole 
line of the Fallopian tube, to find the ovary and 
determine its precise size, shape and position. The 
diagnosis in this case is that of a long standing sal- 
pingitis, with cystic degeneration of the ovary and 
])rolapse uf that organ. What is the easiest way to 
find the ovary in a given case of ovariali disease ? 
First of all, you must insert tiie fingers of one hand 
in the vagina, and place the other hand upon the 
abdomen, and get the uterus between the finger aud 
the hand. After you have fixed the uterus, you in- 
troduce the finger into the left or right cul-de-sac of 
the vagina and slide it along until it comes to the 
tube, then by continuing this maneuvre you will 
reach the ovary. In tiiat way you will be able to 
map out the precise contour and position of the 
organ. 

It not infrequently happens that the uterus is 
retroverted, and when you attempt to make a diagno- 
sis by the sense of touch, you will find you are unable 
to reach the tube or ovary. It is for some reason or 
other displaced. The only way perhaps by which we 
can then make a correct diagnosis, is under an ansBS- 
thetic, which is not always convenient, and the 
patient may not be willing to take it. If we can 
devise a method by means of which we can bring the 
ovary or tube within reach of our fingers, it is weil to 
do so. I have long employed the following plan for 
this purpose : I simply introduce a uterine elevator 
and throw the retroverted uterus into its normal 
physiological position by pressing firmly backwards 
towards the rectum with the instrument, thus bring- 
ing the tubes and ovaries within reach of the finger. 
I have been able to diagnose various forms of small 
ovarian tumors in this way and in no other. I had 
a case about a year ago where, on the left ovary, there 
was a distinct tumor and yet it was hidden up among 
the intestines and behind the uterus. It was impos- 
sible to reach it by the vagina or rectum. I intro- 
duced an elevator into the uterus, and the tumor, 
which was about the size of a lemon, was thereby 
thrown forward so that I was able to grasp it between 
my fingers placed in the vagina and over the abdo- 
men, enabling me to make a ready diagnosis. The 
uterine elevator is also a very useful instrument in 
enabling us to make a differential diagnosis. I speak 
of this because of the great assistance it has afforded 
me in making, by its use, differential diagnoses between 
fibroids of the uterus aud extra-uterine pregnancies, 
also in differentiating between fibroids of the 
uterus and fibroids of the ovaries. I will illustrate 
this point by quoting a case that has come under 
my observation. I saw some time ago a large fibroid 
of the ovary that had jammed the uterus u]) against 



the abdominal wall. It was impossible to discover 
any line of demarcation between the uterus and the 
tube, and it was believed that we were dealing with a 
large fibroid of the uterus as no separation could be 
established between the two organs. As soon as I 
introduced the elevator within the uterus, however, 
it was Ci^sy to roll the whole mass away to one side 
and free the uterus entirely from pressure, thus map- 
ping out the line of demarcation between them, 
showing conclusively that they were independent of 
one another. An o])eration was performed and the 
tumor proved to be a large fibroid of the ovary. 

It will be argued in some quarters, that the use of 
a uterine elevator in cases of this kind is often dan- 
gerous and provocative of more harm than good. Of 
course, it is far from my desire to recommend tlie 
elevator in all cases for diagnosis in abdominal dig- 
eases ; I simply advise its use in those obscure ca>e8 
where the diagnosis is uncertain, and where you c«n- 
not reach and properly map out the uterus and 
ovaries, or whatever you have to deal with, without 
the aid of something else than the touch of the 
fingers. It is only in such cases that the use of the 
uterine elevator will prove of value: During all the 
time I have been employing this instrument in 
making diagnoses in obscure abdominal diseases, I 
have not seen a single case where the slightest harm 
was produced by its employment. 

I have made these few remarks on the diagnosis of 
pelvic diseases, because the general practitioner fre- 
quently meets with cases of salpingitis, ovaiiau 
diseases or pyosalpynx, or in fact, any disease of tiie 
tubes in which the diagnosis is difficult, and it is well 
for you to know what instrument to employ so as to 
enable you to make out the exact condition present. 

The patient before us is not, however, one of those 
difficult cases of diagnosis, as I have already said, and 
wo find that she has a thickening of the Fallopian 
tube on the left side> with a uterus of about the nor- 
mal size. 

The treatment which I have been employing in 
this case is the application of boroglycerite tampons 
directly to the lateral cul-de-sac. And by acting 
upon the circulation through contact of the glycerine 
with the vaginal walls, this diseased condition of tbe 
tube has been greatly relieved. One of the most 
recent improved and conservative methods of dealing 
with diseases of the Fallopian tubes, consists in 
curetting and packing the interior of the uterus with 
iodoform gauze. This treatment I have often tried 
for salpingitis, and in the majority of cases I find it 
relieves the patient very considerably. 

The next case I show you is an interesting one 
also. The patient is the mother of several children, 
the last one, bom three years ago, being dead at 
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birth. Since the time of her last delivery she has been 
complaining of pain in the back and head, profuse 
menstraation, has a disagreeable ropy catarrhal dis- 
charge which is constant^ and has a good deal of 
other trouble. On making a digital examination of 
this woman I find the condition to be one of subin- 
Tolution, which has existed ever since the birth of 
her last child, and we have associated with this, as 
we have generally in all those cases, enlargement 
of the utricular glands. These have undergone fun- 
goid degeneration, which causes the thick, disagree- 
able catarrh, with profuse menstruation, the patient 
complains of. 
Of course there is only une form of treatment for 
I this condition and that is the employment of a large, 
I shai'p curette. This instrument, I may say, plays as 
I important apart in gynecological therapeutics as any 
i instrument we possess, but it is one that must be 
I used with a great deal of discretion. When used in 
' a bungling manner ir is able to do considerable 
damage I may add in this connection that you hear 
a great deal of talk about the sharp curette being a 
dangerous instrument. In the twenty-one years I 
have been using it, I have not seen a single bad result 
I following its employment in my hands. I use it 
without exerting too much pressure on the walls of 
the uterus, with a gentle and at the same time firm 
enough touch to remove any foreign body that may 
' be present within the uterine cavity. It is unneces- 
sary for me to add that any instrument used in the 
p the uterine cavity should be perfectly aseptic, and 
the vagina, vulva and labia, be thoroughly washed 
with a solution of sublimate. With this precaution- 
ary measure, this instrument is as safe a one to use as 
any other in any branch of surgery. 

Curetting should be invested with all the dignity 
of an operation, and by this I mean that you should 
never apply the curette in your office and then allow 
the patient to get up and go home. Do this opera- 
tion as you would any other important surgical 
procedure. Go to the patient's house or have her go 
to the hospital, dilate the nterus thoroughly under 
an anaesthetic, wash it out and put the patient to bed. 
Again, never undertake a curetting without first 
patting the patient under an anaesthetic, because it is 
an extremely painful operation, and if you try to do 
I it without an anaesthetic you do it imperfectly, and 
I the result will be that she will be in a worse condi- 
' tion than she was in previous to its performance. 
With these precautions this procedure is an easy 
one and you can' perform it as well as any gynaecolo- 
gist. It is well to remember one point in this connec- 
tion, and that is, when scraping over an unhealthy 
snrface you perceive no sound, but as soon as you 
I reach the he:ilthy tissue underneath the disease, you 



get a rasping grating sound, by which you know you 
have removed all the morbid portion. By this means 
you can remove all the diseased tissues throughout the 
uterine cavity, and when you have done this you 
should then irrigate the interior of the uterus with a 
mild solution of boracic acid ; and if it be a cancer or 
sloughing polypus you are dealing with, then you 
may use a solution ol bichloride of mercury, or hydro- 
gen peroxide of the strength of one part to three of 
water, following this up with packing the cavity with 
iodoform gauze. 

By this means you will get the uterus so clean and 
thoroughly aseptic that you will be surprised to see 
how a case of subinvolution, such as we have on the 
table before us, will in three or four weeks respond 
to treatment. At the end of about four weeks this 
treatment can be supplemented by the application of 
boroglycerite tampons, or plain glycerine, which will 
complete the cure begun by the use of the curette. 



TUMOE or THE KNEE-IODOFOEM DTJEOTIOlf S POE 
TUBEECULOSIB OP THE HIP-JOINT. 



By Andrew J. McCosh, M.D., 

Vmting Surgeon to Pre^terian ffospiteU, New York. 



The first patient is a man, twenty-five years of age» 
who has had for some years a small tumor on the 
upper part of the left knee. It seems to be variable 
in size, at times getting larger than at other times. 
It is at present about the size and shape of a flattened 
orange. 

I am unable to arrive at a diagnosis of the trouble, 
and have settled down to the conclusion that it is 
either a lipoma or a bursitis. I have introduced the 
needle of a hypodermic syringe and have not been 
able to draw out any fluid. In addition to this tumor, 
on the upper aspect of the knee, he has also another 
and smaller one on the back of the knee, at the outer 
side of the popliteal space, apparently situated under 
the external hamstring muscles. If he had not the 
one above the knee I should be inclined to regard 
this second one as a bursitis. Exploratory incision 
into the larger tumor is the proper thing to do, what- 
ever may be the nature of the trouble. If it be a 
lipoma I shall enucleate it, and if a bursitis, I shall 
dissect out as much of the wall as possible and then 
pack the cavity with gauze, and keep it packed until 
we get healthy granulation tissue. 

I am not going to put on an Esmarch^s bandage in 
this case, as after the bandage is removed you get 
considerable haemorrhage, which may prove very 
troublesome, and furthermore, this region is not a 
very vascular one. The operator then made a verti- 
cal incision over the tumor, cutting through the 
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fascia lata down through the yastns iiiteruus, and 
almost to the bone. He then came upon a membrane, 
but was unable to tell whether he had opened into 
the joint or into a separate bursa^ though it seemed 
to communicate with the joint. This was lined with 
granulation tissue at its upper aspect. Whether the 
material removed was tubercular matter or not, it 
was impossible to state until after it had been 
examined microscopically. 

The whole serous lining over the upper part of the 
synovial pouch had a rough velvety feeling. The 
diagnosis, in the operator's opinion, was one of local- 
ized synovitis. Unquestionably the trouble started 
first in the joint. He would inject the cavity with a 
1 to 40 carbolic acid solution, and then close the joint 
oavity and coapt the muscles over the joint with fine 
silk sutures. 

The next patient was a girl, twenty-five years of 
age, whose hip-joint was injected twelve days ago 
with iodoform, for a tubercular disease. The pus was 
first evacuated with a trocar and cannula, and the 
cavity washed out with warm Thiersch's solution till 
the fiuid was returned clear. Then iodoform was 
injected through the cannula, in the proportion of 
fifteen grains of the powder in a mixture of glycerine, 
passive motion being at the same time made over the 
muscles so as to bring the iodoform in contact with 
the wall of the abscess. The temperature was 102.5^ 
F., before injection and the patient was in an ex- 
tremely wretched and enfeebled comdition. Since 
the injection was made she has improved very 
markedly. Last week her temperature was but 99.5° 
F. and she has improved also in other ways. 

In bad hip-joint cases the patients do not progress 
as favorably after injection as this case has. This 
winter, however, a little girl entered the hospital in 
a very wretched condition with hip trouble. She has 
been injected four or five times with iodoform and 
now is in as good a condition as any one of the 
patients here. In cases where tuberculosis has ad- 
vanced to a marked degree^ where tlie cartilages are 
entirely eroded and the ends of the bones are in a 
condition of caries, iodoform injections have given 
very happy results. Of course, a stiff joint results in 
such cases just as after excision, but sometimes a 
better condition. 

The rule in iodoform injections is that where there 
is no pus, simply evacuate the fluid through a large 
aspirating needle or trochar and cannula, and then 
inject your iodoform. If there is pus evacuate it, 
wash out the cavity with an antiseptic solution until 
the solution flows out comparatively clear, and then 
inject the iodoform. The iodoform is generally 
employed in the form of a ten per cent, solution in 



glycerine and water, or with a certain amount 
of mucilage. At the first sitting you should not 
inject more than twenty-five or thirty grains of iodo- 
form, for if you inject more than this, poisonous 
symptoms may be developed. Sometimes a distinct re- 
action follows the injection. The temperature gener- 
ally goes up two degrees, and soon after comes down to 
normal and remains so. In some cases operated upon 
by this method here, there has been no reaction what- 
ever, and the reason for this I do not know>. It seems 
to be a peculiar idiosyncrasy of the patient to the 
influence of the drug. In the case of this little girl 
we used six grains of iodoform for the first injection, 
and the temperature rose to 104"^ F. The next time 
eight grains were employed and the reaction was not 
quite as great as in the first instance. Then I used 
ten grains and the last time fifteen grains, and, 
strange to say, after the last injection there was no 
reaction whatever. There seems to have been estab- 
lished a tolerance to iodoform. 

The injections of iodoform should be repeated every 
ten or twelve days, and the iodoform emulsion should 
be sterilized before using. The best way to accom- 
plish this is to keep it in a sterilizer for an hour or 
so previous to injection. I think iodoform injection 
is worth a trial in every tubercular joint disease. It 
cannot do any possible harm and a certain number of 
cases are unquestionably cured by its use. 



Desirability of Operative Interference in 
Suspected Perforation of Chronic Gastric 
Ulcer. — In a paper read before the Eoyal Academy 
of Medicine, Ireland, Dr. Parsons pointed out what 
success has attended the combined efforts of physician 
and surgeon in other diseases, and expressed the 
hope that an early diagnosis would render perforative 
peritonitis amenable to surgical treatment. The 
paper was based on three cases of gastric ulcer which 
were admitted to Sir P. Dun's Hospital in the year 
1891, after perforation had taken place. The first 
succumbed fifteen minutes after admission ; in the 
second case symptoms of general peritonitis had set 
in some fifty or sixty hours before an operation was 
attempted, and she survived an exploratory laparot- 
omy only eight hours. The third patient was oper- 
ated on eight hours after the rupture had occurred, 
but owing to the site and nature of the perforation, 
excision was impossible, and the stomach could only 
be sutured to the edges of the wound. She lived for 
six days after the operation. The usual symptoms as 
perforation were deduced from these cases, and stress 
laid on the almost absolutely hopeless prognosis under 
medical treatment. — Frovinc, Medic, Journal. 
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pro(:eedii>^8 of Jo^^'^ti^s. 

AMEBIOAH MEDICAL ASSOOIATION-STIBGIOAL 

SEOTION. 

[from our special correspondent.] 



The forty-third annual convention of the American 
Medical Associuhion commenced its session m the 
Detroit Opera House at 11 o'clock, Tuesday morning, 
Jtine 7, 1892, this being the third time the Associa- 
tion has met here. General Alger delivered the 
address of welcome to the delegates, followed by a 
few remarks by Dr. H. 0. Walker, of Detroit, Chair- 
man of the Committee of Arrangements. Dr. H. 0. 
Marcy of Boston, President of the Association, then 
delivered the annual address, a carefully prepared 
and eloquent document, giving a resum6 of the great 
progress made during recent years in medical and 
surgical practice. The business of the Association 
took up the balance of the morning, and the meeting 
adjourned at ].30 P.M. 

The different sections commenced work at 3 o'clock 
in the afternoon, meeting in different halls through- 
out the city. The Surgical Section held its meet- 
ing at Schwankoysky's Music Hall, on Woodward 
Avenue. The proceedings were opened by an ad- 
dress by the chairman. Dr. J. McFadden Gaston, 
Atlanta, Ga., on "The Surgery of the Gall Bladder 
and Ducts, including all Disorders of the Hepatic 
Organs, Ducts, Gallstones or other Neoplastic 
Formations, which lead to Occlusion of the Bile 
Ducts.'* He referred to his own papers which ap- 
peared in the Annual in 1884 and 1885 and other 
medical journals, which included the experience of 
others as well as his own. He expressed his gratifi- 
cation at the increasing interest that is shown in 
the subject, and stated that cholocystotomy is now 
performed by many. Incision and suturing of the 
common bile duct has now been done in twelve cases 
with only one death In excising the gall bladder 
he insisted on the importance of leaving the adherent 
Tipper wall attached to the liver. In carrying out the 
anastomosis of the common bile duct with the intes- 
tine, the small bowel should be selected, preferably 
the duodenum, and never the colon. The formation 
of this anastomosis is much better than the old 
method of incising the gall bladder and stitching its 
edges to the parietal walls; a fistula is avoided and a 
natural secretion is preserved to the economy, while 
bile is prevented from passing into the peritoneum. 
The operation should be undertaken when any of the 
ducts ai'e obstructed by gall stones or in traumatic 
cases, but not when the patient is weak. 

Dr. W. H. Myers, of Fort Wayne, Ind., then read a 
]^aper on *' Obstruction of the Cystic Duct, with a 



Case." The obstruction may be dependent upon 
foreign bodies, impacted gall stones, or pressure. 
The bile is absorbed ; the fluid in the duct becomes 
thin and glairy, and other changes follow. Violent 
pain is complained of, but we are only sure when a 
stone has passed, ^'he pain is caused by the disten- 
sion ,of the muscular fibres snrrounding the duct. 
The jystic duct is not of great importance and the 
question is, is it better to perform cholocystotomy in 
these cases P 

Dr. W. E. B. Davis, of Rome, Ga., followed with a 
short paper on '* Peritonitis from Gallstones." The 
rapid fatality resulting from rupture of the gall 
bladder is well kpown. Becent researches have 
shown that this is not due to the mere presence of 
bile n the abdominal cavity, bnt to its constant and 
large fiow, beyond the power of the absorbents to 
dispose of, and it puts the parts in a favorable con- 
dition to develop septic inflammation. Gall stones 
rapidly set up septic infection. Peritonitis may be 
simple or septic, local or general. The treatment 
is preventive. When we are sure of the presence of 
gallstones, they should be removed. The value of 
gauze packing has been abundantly proven by his 
own experiments. Aiter removing the duct, pack 
thoroughly with gauze, and all danger of infection is 
obviated. 

Discussion on these three papers was then opened by 
Dr. A. Vander Veer, of Albany, N. Y., who congratu- 
lated Dr. Gaston, on the importance and value of Dr. 
Gaston's work in the surgery of the gall bladder, and 
on the proud position he occupied both here and 
abroad. In the treatment of gallstones in general he 
was in favor of first trying medical treatment, such 
as olive oil, etc., but when that failed, then surgical 
treatment was necessary. In operating, he empha- 
sized the importance of leaving undisturbed the ad- 
herent anterior wall of the gall bladder, and in per- 
forming anastomosis, of selecting the small bowel, 
preferably the duodenum. Jaundice is absent in the 
majority of these cases and pain is the important 
symptom. Some of these patients die from shock. 
The danger in these cases is from perfoi-ation. 
When petechial spots appear, the patient is beyond 
hope. The closure of a fistula, after the old opera- 
tion, is not easy and Dr. Vander Veer was sure the 
difficulty is due to some obstruction in the duct. 

Dr. Davis brought out some points. He showed 
that pure bile is not injurious and called to mind 
Dr. Keen^s elaborate paper on the subject. The 
peritonitis which develops, is due to a beginning 
septic infection, a commencing abscess, or it occurs 
where aspiration has been tried. The fluid is not 
simply pure bile. 

Dr. Marcy thought that Dr. Gaston's operation 
was only applicable in a limited number of cases and 
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tliat uuneccessary delay should be avoided in all 
cases. 

Dr. P. W. Boss believed that all agreed in the 
necessity of operating in these cases. The total re- 
moval of the gall-bladder is not necessary. The 
danger of making an opening too low down lias not 
been spoken of. 

Dr. Fenger^ of Chicago, thought that in inflamma- 
tions of the gall bladder, drainage should be at- 
tended to, and that it is safe to divide the operation 
in two parts rather then complete it at once. 

Dr. Davis, in closing the discussion, again referred 
to the importance of the gauze packing. It makes 
the operation simpler and shortens it. It is easy to 
remove the stone, but more diflScult to stitch the 
duct, but gauze packing prevents all danger of 
leakage. 

The next paper was '* Gunshot Wound of the 
Liver and Stomach — Recovery," by Dr. J. J. Jelks, 
of Hot Springs, Ark. The ball entered the back but 
there was no point of exit. When seen, the patient 
was in collapse, pulse weak and compressible, skin 
cold and clammy, and vomiting blood. Laparotomy 
was advised and accepted. Blood was found in the 
abdominal cavity but no injury to the stomach could 
be detected. On further examination, the lower 
surface of the liver was found to be lacerated and the 
bullet was discovered loose in the cavity. A glass 
drainage tube wrapped around with gauze was pushed 
into the wound in the liver to arrest hemorrhage, 
and the wound closed up. The patient recovered 
without further hemorrhage. 

Dr. Gregory, of St. Louis, thought that the patient 
would have recovered without an operation, a remark 
which elicited quite a lively discussion in which 
many of the members joined, the majority endorsing 
Dr. Jelks treatment. 

The last paper of the session was a report of 
** Eight cases of (Esophageal Stricture,'* by Dr. D. S. 
Oampbell, of Detroit, in all of which he claims to 
have effected a cure by the application of electrolysis. 
He condemned the use of bougies in these cases as 
being both dangerous and painful and also conducive 
to their development, while the employment of the 
electric current is both safe and reliable. He com- 
mences with 10 milliamperes applied daily for from 
ten to twenty minutes, gradually increasing the 
strength of the current to 25 or 30 milliamperes. In 
all the cases, a cure was effected within two months. 

Dr. Newman, of New York, related the history of a 
case similar to the above, where a few applications 
produced a wonderful improvement in the condition 
of the patient, and he also spoke very enthusiasti- 
cally of the remarkable results of electrolysis in such 
cases. 



Wednesday was devoted to abdominal surgery. 
Dr. Dudley P. Allen, of Cleveland, read the first 
paper of the day, on " Intestinal Obstruction/' He 
was followed by Dr. N. Senn, of Chicago, who de- 
livered an address on : ^' A Clinical Contribution to 
the Operative Treatment of Acute Intestinal Obstruc- 
tion," and gave the history of two cases. In the 
first he made a positive diagnosis of cicatricial ste- 
nosis of the stomach, but on opening the abdomen, 
no lesion was found there. Though greatly dis- 
tended, the stomach was quite healthy. On further 
examination, the trouble was found to be due to an 
impacted gallstone, which hud caused some local in- 
flammation and a slight twisting of the pyloric 
orifice. In this case, there liad been no marked pain 
and no jaundice. The vague pain occasionally com- 
plained of, was undoubtedly due to the localized 
peritonitis. In the second case he spoke of, intesti- 
nal obstruction was present, due to a gallstone, the 
size a of walnut in the bowel. For several years, 
the patient had giv^n symptoms of gallstone, and on 
opening the abdomen the stone was found in the 
ilium, obstructing the bowel. In cases of intestinal 
obstruction from gallstones, we will always find per- 
foration of the gall bladder, for stones sufficiently 
large to obstruct the bowel, cannot pass through the 
duct. 

He then went on to »peak of a peculiar class of 
tumors, desmoid tumors uf the abdominal walls, 
tumors of the meso-blast. These growths originate 
from the sheaths of the abdominal muscles and 
greatly resemble a fibroma, but with unmistakable 
evidences of malignity — a fibroma with a sarcoma 
added. They are only found in child-bearing women 
and are claimed to be due to some muscular strain or 
injury during parturition. Clinically, they grow 
faster than fibromata. They differ also in their 
relations to the surrounding tissue, having no well- 
marked line of demarcation, and being strongly 
adherent to the skin and intimately attached to the 
peritoneum. This means an intra peritoneal opera- 
tion for their removal. The location of these tumors 
is in the recti muscles, then in the inguinal region, 
and next, in the costal arch. In the four cases in 
which he had operated, all the patients recovered 
without the occurrence of ventral hernia, although it 
was necessary to use the omentum to aid in filling up 
the deficiency in the abdominal walls. 

The neit paper was by Dr. Joseph Price, of Phila- 
delphia, his subject being: ** Intestinal Lesions in 
Abdominal Surgery." 

Universal adhesions is the rule in pelvic troubles, 
and to have the best success in these cases, a thorough 
knowledge of their pathology and the history of their 
growth is necessary. The less the peritoneum is 
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meddled with the better^ while half measures arc 
worse than useless. Packing with gauze is bound to 
produce adhesions. We must know what to sacrifice 
as well as what to saye, but no violent measures 
should be employed. Hemorrhage must be controlled, 
but not by ligature necessarily. In fact, ligatiou is 
rarely required. Hot water will remove all debris 
Hiid check bleeding. We know that all abscesses 
forming here are either tubal or ovarian, but the 
treatment of these cases is often a travesty on surgery. 
Hj referred to an article by Dr. Munde on this sub- 
ject, ill the March number of the Obstetrical Journal^ 
and criticised his treatment very sharply. 

(At the conclusion of Dr. Price's paper, Dr. 
Gregory, of St Louis, made a motion that the remarks 
on Dr. Mnnd6 should be expunged. This elicited 
(juite a spirited debate, but tlie motion was voted 
down). 

The afternoon session was held at the Opera House^ 
and the first paper presented was on " The Compara- 
tive Merits of Inguinal and Lumbar Colotomy," by 
Dr. J. M. Mathews, of Louisville, Ky. He did not 
think that colotomy should be performed in many 
cases in which it is done ; especially in cancer of the 
rectum if the tumor can be excised. It should only 
be performed in congenital conditions, occlusion, etc. 
Inguinal colotomy has now largely taken the place of 
lumbar colotomy, under the plea that it is much 
easier to perform, but this is not the case, and such 
reasons should have no weight with surgeons, who 
should be prepared to do the operation that is safest 
to the patient. The one, lumbar colotomy, is extra- 
peritoneal, while the other, inguinal, is intra-peri- 
toneal. When there are two operations to accomplish 
the same thing, it is safer, even with antiseptics, to 
avoid invading the peritoneum. 

Again, in operating in the inguinal region, we are 
dealing with a diseased condition, generally a can- 
cer of the rectum and sigmoid flexure. If the colon 
is involved it seldom presents itself in this condition, 
but is usually found up towards the navel, so that it 
is necessary to enlarge the incision, and by doing so, 
you inflict a serious injury upon the patient. Again, 
the mesentery here is very short and it is difficult 
to establish an artificial outlet. In lumbar colot- 
omy, on the other hand, you are entirely outside 
the peritoneum and the diseased condition cuu be got 
at just as easily. All the objections to lumbar 
colotomy have been so thoroughly met and disposed 
of by Mr. Bryant, that it is not necessary to refer to 
them here. 

There being no discussion. Dr. Gregory, of St. 
T ,M'j, read a paper on **The Significance of the 
ilcriiiiil Sac.^' Hernia is fraught with imminent 
danger and may come when least expected. Modern 



progress hiis given a new impulse to early diagnosis, 
and to recognize hernia in embryo, is to anticipate all 
its perils. When developed it consists of a sac and 
contents, and exposes the patient to all the dangers of 
inflammation, irreducibility, incarceration, etc., etc. 

All mankind is predisposed to hernia, for the 
abdominal wall is weak in all and the weak spots 
begin to bulge. The elongation of the mesentery 
may seem to have little effect, yet persons in whom 
hernia exists suffer more when their health is out of 
order. The most important period to relieve predis- 
posing and exciting causes, is when weakness is felt 
and slight fullness is apparent. If the sue js allowed 
to form and become organized, strangulation is liable 
to occur at any time. The early diagnosis of hernia 
is easy. The symptoms only differ in degree. Un- 
fortunately the surgeon too often only sees the case 
after the formation of the sue. 

Dr. T. Schneck, of Mt Carmel, 111., read a paper 
"On the Treatment of Injuries of the Abdomen not 
Requiring Surgical Operations,'' dividing them into 
first, cases where the parieties only are affected, and 
second, injuries in which the integument is unbroketi, 
but where the internal organs.are involved. Injuries 
in this region demand the closest attention, as the 
most trivial, apparently, maybe followed by the most 
serious results. On account of the close connection 
between the cutaneous nerves and the great ganglion ic 
centres within, shock is more pronounced and reac- 
tion must be promptly re-established. This can bQ 
most readily accomplished by the application of heut 
and the hypodermic injection of cardiac stimulants. 
Other symptoms must be met as they arise. 

Dr. J. H. Manley, of New York, then read a paper 
on ** Hernia, Operable and Inoperable.'' 

It has been claimed that all cases of hernia are 
curable and manifold and various are the operations 
to effect the radical cure. Before operating we should 
weigh the consequences to the patient, of a relai^se. 
Eelapses will occur in spite of every care and the 
patient is often worse off than before. Dr. Bull has 
recently shown that recurrence is so common that 
the term '* radical cure " should be abandoned. Sai- 
gon claims that the operation may kill the patient, 
and that none is justifiable unless the danger is pro- 
l»onior.ate to the operation and all other measures of 
relief have failed. The operation is beyond doubt a 
justifiable one and is now done all over the world. It 
has its limits. In proper cases it is excellent, while 
in ottiers it is only a mutilation. Where must the 
line be drawn ? 

The next paper gave *' A Few Points in the Man- 
agement of Strangulated Hernia," by Dr. W. B. De 
Garmo, of New York. 
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Notwithstanding the mass of literature on the 
subject, stninguhited hernia still remains the dread 
of every physician and the death rate continues 
unnecessarily high. Promptitude in reductions is 
essential. The diagnosis is generally easy, tliougli 
pain at the point of constriction may be absent, All 
of the symptoms are masked by morphia and many 
patients are killed by it. Pathological changes are 
going on. Shock is always present. The only proper 
treatment is surgical. Muscular spasm as a factor 
no longer holds a place. Medical treatment is to be 
condemned. The local application of ether rs of 
some value by helping to reduce the congostion of the 
parts. Taxis is dangerous in unfamiliar hands. Too 
much pressure is apt to be used. Anaesthetics are of 
some value and should be used, but only when we are 
prepared to operate. Muscular spasm, as already 
stated, does not exist. Aspiration is sometimes used, 
but it only increases the patient's danger. Many 
refuse to operate until fecal vomiting has set in, but 
many lives have been sacrificed by delay. The ques- 
tion of opening the sac is no longer debatable. The 
safety of your patient demands it. Adhesions should 
be carefully broken up, but if firmly adherent to the 
bowel, it is safer to cut' off the portion so attached and 
return it with the bowel. In removing a portion of 
mesentery, spread it out over the abdomen and tie 
each artery separately. It can then be reduced more 
naturally. (Treeves says that these cases are more 
liable to intestinal obstruction). After reducing the 
•bowel introduce your finger and examine the ring. 
No antiseptic solution should be used. Small per- 
forations can be tied. When sloughing has occurred 
an artificial anus should be made. When in doubt 
do not reduce the bowel. 

Dr. Joseph Eansohoff, Cincinnati, read an elabor- 
orate paper on '*The Management of Gangrenous 
Hernia, with Report of a Case." 

With the advances in surgery, tlie occurrence of 
gangrenous hernia is becoming less frequent. Of 
486 cases of hernia, 68, or 14 per cent., were found to 
be gangrenous. Authorities claim that the con- 
stricting ring should not be divided, but the peri- 
tonitis begins within. Resection of the bowel has 
never become popular, although the results of the 
formation of an artificial anus are deplorable. Still, 
every case should be considered on its own merits. 
When the patient is able to bear it, primary resection 
is unquestionably the best i)rocedure. By resorting 
to it at once, complete recovery may take plncc in six 
weeks. When an artificial anus is formed, the patient 
has still to undergo another operation, which in itself 
is extremely dangerous. 

The papers were now open for discussion and 
Dr. Marcy took up the treatment of hernia. He 



claimed that the "radical cure'* was not a mis- 
nomer. He had operated two hundred times, with 
perfect success in 90 per cent He employed buried 
sutures, used four layers of ligatures, cut off the sac 
as high up as possible, approximated the pillars of the 
ring and sealed the external wound with iodoform 
collodion. He attributed his success to, first, perfect 
asepsis, second, the use of sutures that can be 
buried and, third, dressing the wound so that no 
drainage is required. 

Dr. W. Watson, Jersey City, followed with some 
remarks on Abdominal Surgery. 

Abdominal surgery differs from all other surgery. 
Conservative surgery is that which gives the best 
relief, which enables the surgeon to save most lives 
and leaves the patient in the best condition. It does 
not consist in delay or hesitation. It should be 
always aseptic. There are two methods you can 
depend upon for securing asepsis, the mechanical or 
the chemical. Formerly drainage tubes were used, 
but are no longer necessary where you have preserved 
an aseptic condition. When suppuration has taken 
])lace or when septic material has been left behind, 
always use a drainage tube. If we knew the exact 
condition within the abdomen, we would know what 
to do. Only those who are thoroughly qualified 
should operate. 

The work of the section on Thursday morning 
was opened with a paper by Dr. Mynter, of Buffalo, 
entitled, **Is Amputation Indicated in Hip-joint Dis- 
eases ? '^ 

From the history of two cases he believed that 
secondary amputation is not necessary. When, after 
resection, the disease continues and the caries extends, 
the discharge is due to improper antiseptic precau- 
tions and to a portion of diseased bone being left 
' behind. In some of the earlier amputations, osteo- 
myelitis, involving the whole femur was found- To 
resect and leave the bone in such a condition is useless. 
Amputation is the only resource. By a simple opera- 
tion we can avoid this. In the first case the joint had 
been resected some time before, but the disease pro- 
gressed. The wound was thoroughly curetted ; a 
counter opening was made just above the lower 
epiphysis, and gauze drainage was introduced the 
whole length of the bone. The gauze was changed 
every six days and immediate improvement followed. 
The patient recovered with a strong, movable joint. 
In the second case, the disease was removed by the 
curette, a counter opening made in the bone, and 
gauze introduced. The i)atieiit recovered with agood 
joint and free motion. Since operating, he found 
that the same treatment was advocated by Poorc. 

Many of the cases of so-called hip-joint disease 
are really cases of osteitis and their treatment by 
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extension is unnecessary. An early operation should 
be done to remove the focus of disease and thus 
preyent its extension to the joint. 

Dr. Ridlon considered the results exceptionally 
good. A large majority of these cases begin in the 
bone and the only effect of extension is in preventing 
contraction and deformity. If we can localize the 
focus of the disease^ an operation may be indicated. 

Dr. Randall, of Chicago, said that there may only 
be one focus of disease^ but there are often several, 
lu many cases the disease commences outside the 
bone, while in others it commences in the head of the 
bone. When suppuration has set in, excision is best. 
Under puberty, these operations are not dangerous. 

In closing, Dr. Mynter attributed the good results 
to early operation, thorough asepsis, removal of all 
diseased bone, and union of the wound by granula- 
tions. 

The next paper was on ** The Cremasteric Reflex 
ill Varicocele," by Dr. T. A. McGraw, of Detroit. 
The various theories in regard to the causation of 
Taricocele have never been satisfactory. Injuries and 
venereal excesses, general diseases, sprains, etc., may 
bare some effect in certain cases, while in others they 
hare no effect. The essential factor has escaped 
recognition. The absence of valves in these veins 
is not a fact. Pathological influences affecting the 
blood, and through the nervous system, the muscular 
fibres in the veins, have been too much overlooked. 
Any inherent defect would impair their tonicity. 
Many cases are due to this. Local injuries and 
sprains may act in this way. Such cases are curable ; 
wben the trouble is in the venous walls, cure is diffi- 
cult. 

The muscular action of the venous walls is import- 
ant. The spermatic veins are specially dependent 
upon the cremaster, the abdominal muscles and the 
tunica dartos of the scrotum. The cremaster is the 
most important. It cannot contract without com- 
pressing these veins. This is the true and only 
function of the cremaster, and when absent, varicocele 
occurs. The contraction of the abdominal muscles is 
gi?en as a cause, but it is doubtful, for the circulation 
can be carried on without them. The action of the 
tunica dartos is unimportant. When the cremaster 
is defective, the reflex may be wanting. In venereal 
excesses there may be paresis of this muscle, and 
reflex irritations may produce the same result. In 
hernia the veins may be enhirged, but not varicose. 
While hernia and varicocele may co-exist, they are 
virtually antagonistic. This is explained by the 
development of the cremaster muscle. While vari- 
cocele is more common on the left side, this may be 
due to the weaker muscular development on that 
aide rather than to any peculiar anatomical arrange- 



ment, Varicocele is most frequent in youth. In 
adult life, varicosities may exist all over the body, 
without the development of varicocele. 

Dr. R. Harvey Reed, of Mansfield, C, read a paper 
on ** Experimental Researches in the Implantation 
of the Ureters into the Rectum." The object of these 
experiments was to discover a method of affording 
relief in certain diseased conditions of the bladder by 
implanting the ureters into the rectum, imitating the 
condition found in the fowl. His experiments, twelve 
in number, were performed on dogs and were suffi- 
ciently gratifying to warrant further trials. In the 
unilateral implantations, three in number, the results 
were excellent and all recovered. In the bilateral, 
nine in number, all died ; but he believed that success 
could be secured by implanting one ureter at a time 
and waiting until the effects had entirely passed off 
before implanting the other. The presence of urine 
in the rectum does not appear to produce any injur- 
ious results, and in the unilateral cases, the kidneys 
showed no irritation. 

The next paper on ''Visceral Phlebotomy/' was 
read by Dr. George Harley, of London, England. 

When first introduced in 1886, this operation was 
abused and denounced as an unjustifiable procedure, 
but since then, it has been extended to the pulmonary 
tissues. In two cases of enormously enlarged liver, 
in which it had been used, its beneficial results were 
remarkable, in one case twenty ounces of blood being 
withdrawn. Pulmonary phlebotomy has been tried 
by Dr. Christian Simpson. It is the most difficult 
form of phlebotomy, as the closure of the wound must 
be effected by the resiliency of the chest walls. In 
one case he used a trocar, eight inches long, of tho 
size of a No. 2 English catheter, and plunged it into 
the liver up to the hilt, drawing off twenty ounces of 
blood, with immediate amelioration of the dangerous 
symptoms and the prompt recovery of the patient. 
He recommends it in all cases of severe congestion of 
internal organs, but certain precautions must be 
observed, Induce anaesthesia by cocaine. Select the 
seat of puncture so that a bandage can be applied to 
stop up the Avound. Use a trocar of the size of a No* 
2 catheter (English) and puncture deeply. Let the 
direction of the instrument be such as to avoid all 
large vessels. Let the instrument be rapidly thrust 
in. If no blood flows withdraw it slowly. When the 
blood has been obtained, in withdrawing it, place 
your finger over the end of the instrument to form a 
clot. Strap the wound with adhesive plaster and put 
on a long flannel bandage. 

** Advances in Aseptic Surgery, *' by P. J. Thom- 
bnry, M.D., of Buffalo, N. Y., was a resume of the 
author's experiences in Bergmann^s laboratory. He 
showed some new sterilizing apparatus and advocated 



Digitized by 



Google 



160 



The Inteknational Journal of Slugery. 



tlie dry dressing of wounds, as moisture is favorable 
lor bacterial growth, while dryness destroys them. 
Hot soda water is best to sterilize instruments, and 
steam for bandages. 

Dr. Chr. Fenger, of Chicago, read a paper on 
*' Ligature of the Hypogastric Artery." 

The subject does not present anything new nor any 
advance in treatment, but on account of the rarity of 
the operation, he wished to record two recent cases 
in liis experience. The first case was one of peri- 
lectul pelegmonous ulceration, due to tuberculous 
inflammation. At the end of the third week the 
abscess presented at the right side of the anus and 
was opened. Fever and suppuration continuing, 
examination was made and a peri-rectal abscess was 
discovered. This was freely opened, a counter open- 
ing being made behind to allow of thorough drainage. 
The following week, hemorrhage appeared and the 
cavity was stuffed with iodoform gauze. Eleven days 
after, hemorrhage again appeared as it did on the 
third and fifth day after. The patient was now 
exsanguinated and the hypogastric artery was tied, 
after which there was no more hemorrhage. The 
bleeding came from a branch of the internal iliac 
artery. It was either abscess hemorrhage or the 
artery might have been injured while making the 
counter opening. 

The second case was that of a man who received a 
blow in the gluteal region, which wjis followed by the 
appearance of a large tumor. One year after the 
tumor commenced to enlarge and became painful. 
Believing it was a blood cyst, it was opened and 
drained. In five weeks the wound had healed and 
the patient left the hospital. In ten days it opened 
again, giving exit to a bloody discharge, and in a few 
days closed again. It continued doing so for some 
time. Finally after some exertion, severe hemorrhage 
came on which was temporarily checked by plugging. 
On readmission there was a tumor, 6x5, at the seat of 
the injury. B^membering BelPs case, the internal 
iliac was first ligated, and after great difficulty the 
hypogastric artery was secured. The man died soon 
after from acute sepsis. 

*' Operative Procedures at the Base of the Brain,** 
was the subject chosen by Dr. Ernest Laplace, of 
Philadelphia, his remarks being based on a case 
which he reported. A boy, ten years of age, while at 
play, fell on a broken fencing foil. The steel pene- 
trated the left orbit, between the inferior orbital 
ridge and the eyeball. The child became comatose, 
with right hemiplegia, left facial paralysis, complete 
aphonia, respiration 30, pulse 140, temperature 104.5°. 
The wound was explored without result, and, thirteen 
days after, trephining was performed low in the tem- 



poral fossa. A miniature egg-beater, made of four 
loops of platinum wire, was gently insinuated between 
the dura niatcr and tlic skull, as far as the cavernous 
groove. It was then turned on its axis and about a 
teaspoonful of clotted blood was removed piecemeal. 
Venous hemorrhage set in, but this was checked Ij 
plugging with iodoform gauze. The boy made u 
good recovery and six months after he had control of 
his extremities. He emphasizes the safety of trephin- 
ing near the base of the skull, the ease of arresting 
violent hemorrhage from the sinuses of the dira 
mater by plugging witli gauze, and the importance 
of drainage in all cases of cerebral injuries, 

** Gunshot Wounds of the Cerebrum,*' by C. E. 
Ruth, of Muscatine, la., presented the subject of 
cerebral surgery from another point of view. He 
advocated the following up of all bullets and their 
removal, if possible. To locate the direction of the 
bullet, he prefers a i^orcelain- tipped probe with a 
platinum handle. Experience is requisite to prevent 
injury. 

'* Cosmetic Surgery of the Nose" was the subject 
of a short paper by Dr. J, B. Roberts, of Philadelpliia, 
Pa. Operative surgery can do much to relieve facial 
defects. Nearly all of them can be improved. 
Hemorrhage and Tiolent inflammation are unknown. 
Most of the operations can be done through the 
nostril or mouth. Cuts on the face made in oblique 
lines are invisible. Plastic surgery should be culti- 
vated by every surgeon. 

At the session of the section held Thursday even- 
ing several papers were read. The first was by Dr. 
Geo. E. Fell, of Buffalo, on " Forced Respiration," 
during which he demonstrated his apparatus which 
consists of a piece of rubber tubing near one end of 
which is a valve, the other being attached to a double 
bellows. When tracheotomy has been performed^ 
the tube is attached directly to the tracheal tube, 
but in other cases a mask is used which covers 
the mouth and nostril. By this apparatus nineteen 
lives had been already saved and the method was 
claimed to be superior to all other methods of 
restoring suspended animation. 

Dr. Edmond Andrew, of Chicago, then read a 
paper on " The Powerful Effect of Sulfonal in Arrest- 
ing the Cramps of Fractured Limbs and other Reflex 
Spasms." In a case of fractured limb in which the 
patient suffered greatly whenever he fell asleep, from 
painful muscular contractions, and in which he liad 
tried numerous remedies, he found that 15 grain 
doses of sulfonal, repeated two or three times a day, 
completely controlled the spasms. He had since 
tried it in other similar cases with equally favorable 
results. He believed it would prove equally valuable 
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in all spasmodic affections. Several other members 
present corroborated the views advanced though they 
had uot nsed it to such an extent. 

'' Amputations in the light of Mechanical Science 
the next paper by Dr. S. L. McCurdy, Dennison, 0. 
versus Prothetical Science ^' formed the subject of 
While all authorities now advise against amputation 
through the joints^ when possible, the speaker adyo- 
cated their performance there as furnishing better 
stumps than else were. The broad articular ends of 
the bones afford better points of attachment for 
artificial limbs and render their adjustment firmer 
than at any other portion of the bone. The fact 
that instrument makers objected to making limbs for 
adjustment at the joints was no reason why it should 
not be done. 

Dr. King, of Missouri, regretted to differ with the 
speaker, but in his experience, the stumps following 
amputations through the joints were the ones which 
gave him most trouble and he never amputated 
through a joint if he could possibly avoid it. He 
always went two or three inches above the joint. In 
using artificial limbs the pressure was not made upon 
the end of the stump. Other speakers concurred 
with Dr. King, but the point was made that the am- 
putation should be made as near the upper joint as 
possible, just leaving sufficient stump to allow of the 
firm adjustment of the artificial leg. 

The Friday morning session was opened by a paper 
by Dr. Edward Martin, Philadelphia, on "Air in.the 
Veins," based upon experimental work. The danger 
of its occurrence is greatly overestimated. When 
exposing the parts at the root of the neck, there is 
either bleeding from the vessels or the vein col- 
lapsed. It is impossible, ordinarily, to have air 
sucked in, but if the vein remains patulous and forced 
inspiration occurs, you will then have air aspirated 
into the circulation, but it will require a considerable 
quantity to cause dangerous symptoms. It is only 
liable to occur when the walls of the vein are thick- 
ened by disease or its severed ends are k^pt open by 
pressure. When it does occur in the human subject, 
it is most dangerous. The only reliable signs of its 
occurrence are the peculiar frothing churning sound 
in the heart, with signs of cardiac failure. The suc- 
tion sound, generally spoken of, is of no value. 
When the accident occurs, aspiration of the great 
veins or right auricle may prove of value while the 
heart is freely stimulated. If kept going for half an 
hour to one hour, recovery may take place. 

Dr. E. Merrill Bicketts, of Cincinnati, then read a 
paper on '*Bemoval of the Astragalus for Talipes 
Equino- Varus ; Neurectomy of Great Sciatic Nerve ; 
Amputation of Scrotum and Prepuce for Abnormal 
Condition of the Skin.^' In the first case, the foot 



was turned to the right and pulled backwards so that 
the boy walked on the back of his toes. The as- 
tragalus was removed, the plantar fascia divided with 
the tendo Achilles, the foot pulled into position and 
plaster applied. He was able to move around on 
crutches in four weeks, and in ten weeks he left tha 
hospital with a useful foot. 

In the case of hypertrophied scrotum, etc., thera 
was no history of syphilis or tuberculosis. He was a 
great cigarette smoker. The scrotum was six times 
its normal size, but there was no retraction nor ten- 
derness. If punctured, a clear lymph would flow- 
out. He had chills four times a year. The redun* 
dant scrotal tissue was removed and circumcision per- 
formed, and the patient made a good recovery. Tha 
exact pathological condition present in this case was 
unknown. The patient had been seen by a number 
of prominent surgeons, but no diagnosis was made. 

The third case was one of neurectomy of the great 
sciatic nerve The injury was due to a gunshot wound 
of the leg. The bullet passed throagh the left leg 
above the knee. Pain was most marked in the foot 
and was so severe that he had become a conflrmed. 
opium user, taking 15 grains of morphia a day. Oa 
cutting down on the nerve, it was found much en- 
larged. One and three-quarter inches were exsected 
and the divided ends were stitched together. After 
the operation pain was still complained of, but it 
gradually disappeared and the patient is now well. 

Dr. Kidlon, of Chicago, said that in some cases of 
clubfoot, only by excision of the astragalus can & 
cure be effected. In one case, every method recom- 
mended had been tried, but the deformity always re- 
turned. Finally the astragalus was removed and it 
was then seen why the other measures had failed^ 
The surface of the bone was bevelled and facing 
backward. 

Dr. B. Sayre, of New York, had not yet met a 
case where removal of the astragalus was necessary. 
In one case, forty years of age, section of the liga-^ 
ments was sufficient. All these cases can be cured 
by proper manipulations and section of the ligaments^ 
The reason why relapses occur is because sufficient 
force is not used to break up all adhesions, iio casa 
can be considered cured unless the patient can hold 
his foot in a correct position without support. 

The only paper read at the afternoon session waa 
by Dr. W. H. Myers, of Fort Wayn, Ind., on the 
** Treatment of Compound Fractures. '' The indica- 
tions in these cases are to arrest hemorrhage, adjust 
the fractured ends of the bone, get immobilization of 
the parts and prevent putrefaction. These case^ 
were formerly treated by amputation and, when an 
attempt was made to save the limb, death frequently 
resulted. Since the introduction of antiseptics all 
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this has been changed and even in the severest forms 
of injuries to the extremities, where the blood and 
nerve supply is not entirely cut off, a successful at- 
tempt may bo made to save the limb. The great 
essentials are absolute cleanliness, perfect immobility 
nnd infrequent dressings. Drainage is not necessary. 
The only difference between simple and compound 
Iructnres is the development of putrefaction, and with 
ordinary care this can be prevented. Too many 
limbs are sacrificed by amputating. 

This p&per was followed by an animated discussion 
in which several joined, all agreeing with the author 
of the paper that many limbs, which are now ampu- 
tated could be saved. Even where pieces of bone 
are broken off, it has been proven by experiments in 
bone grafting, that under favoring conditions, they 
oan be made to unite although the periosteum has 
been destroyed. Dr. Ricketts, of Cincinnatti, ad- 
Tised that where there was any doubt as to the con- 
dition of the parts, we should make an exploratory 
incision and examine the bones and, if necessary, 
wire tiie fragments together. 

At the close of the discussion, the section ad- 
journed. A number of papers on the programme 
were not read, others only partially read, and some 
read by title only. On account of want of time, dis- 
cut'sion was necessarily limited and, in many cases, 
notably on the papers on ** Hernia," no discussion was 
held at all. On this account, many questionable 
etatemcnts go forth unchallenged and, to those not 
present, apparently acquiesced in by the members of 
the Association. Fewer papers and fewer discus- 
eions would be better for all. 

The '* Address on Surgery '' which was delivered 
by Dr. John B. Hamilton, of Chicago, had for its 
subject the ''General Principles of the Surgery of 
the Human Brain and its Envelopes.'* The author 
gave an excellent resume of the work done in this 
department of surgery during the past year, quoting 
extensively from the ancient writers to show tho 
methods of treating cranial injuries which were in 
vogue among them. In speaking of the diagnosis of 
diseases and injuries of the brain, the term, "cerebral 
localization " was condemned as being both obscure 
and unnecessary. The diagnosis of injuries, ab- 
scesses and tumors of the brain is more or less diffi- 
cult according to the site of the lesion. Subdural 
abscesses and pistol shot wounds often give negative 
symptoms. The diagnosis of lesions of the motor 
area, of the speech centers, and of the sensory cortical 
centers is now well defined, but the diagnosis of 
lesions of the central ganglia is yet in an uncertain 
state. The use of the ophthalmoscope in cerebral 
surgery has come to be essential. 

A. D. 
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Translumination of the Mastoid Process. — 

At the meeting of the Vienna Medical Society, May 
20, 1892, Prof. Urbantschitsch demonstrated a new 
method of rendering the mastoid process translucent. 
An electric lamp is held against the process, near the 
place where the concha of the ear is attached, and a 
speculum is then introduced into the mcntus. If the 
mastoid process is in a healthy condition, the walls 
of the auditory canal are illuminated by the trans- 
mitted light. On the other hand, in cases of purulent 
inflammation of the middle ear in which the mastoid 
process is affected, the translucency of the latter is 
greatly reduced. This method in the author^s hands 
has proved a valuable auxiliary in the diagnosis. — 
Wiener Med. Fresse, No. 21, 1892. 



Treatment of Erysipelas.— Dr. Paul Niehans 
has employed the following treatment with much 
success. He paints around the affected extremities, a 
streak of coUodium, about the breadth of two hands, 
so that after it has dried the limb appears as if con- 
stricted by a bandage. The erysipelas never spread 
beyond this fence. This procedure may be utilized 
in cases of erysipelas of the thigh, even if the inflam- 
mation has extended to the inguinal region. In ery- 
sipelas of the face excellent results were obtained, 
improvement occurring within two or three days. — 
OentralbL /. Ohirurgie, No. 15, 1892. 



Ileo-Sigmoidostomy,— Mr. H. Littlewood re- 
ports a successful case of ileo-sigmoidostomy (Senn's 
method) for intestinal obstruction due to malignant 
disease of the hepatic flexure of the colon. It was 
found inadvisable to excise the growth and therefore 
the lower part of the ilium was stitched to the upper 
part of the sigmoid flexure. A loop of ileum was 
pulled out of the abdominal wound, emptied of its 
contents, and then surrounded with a piece of India 
rubber tubing. The same was done to a loop of sig- 
moid flexure. Au incision about one inch long was 
made in the convex surface of each. Senn's decalci- 
fied bone plates were inserted and secured in the 
usual way, four extra silk sutures being put in round 
the margin of the plate, on the convex surface of the 
two pieces of bowel, to give a little extra security. 
The author has modified Senn's plates by fixing a tube 
t'f decalcified bone into the aperture of one of the 
plates. This should be made to accurately fit the 
aperture of the other. By this method the two plates 
can be held together and the two parts of the intes- 
tinal walls between them brought evenly into contact 
with each other. — Lancet, April 16, 1892. 
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Rapid Dilatation of the Uterus for the 
Treatment of Hemorrhage. — In a paper read 
before the Medical Society of London, March 28, 1892, 
Dr. A. Routh presented the following conclusions : 

1. Menorrhagia, and especially metrorrhagia, con- 
gtitnte an indication for dilatation. 

2. This is best done by graduated bougies under an 
anaesthetic. 

3. Pyrexia is not to be feared if the procedure is 
carried out under antiseptic precautions, unless 
malignant disease or tubal disease is present. 

4. That even with tubal disease dilatation is not 
necessarily contra-indicated. 

5. That dilatation should precede all other opera- 
j tions for the relief of hemorrhage. 

I 6. That dilatation often suffices to effect a cure. — 

Medical Press and Circular, March 30, 1892. 



Surgical Treatment of Pyloric Stenosis.— Dr. 

N. Senn reports fifteen operations performed for this 
condition, and concludes as follows : 

1. Pyloroplasty, as devised by Heineke-Mikulicz, 
is the safest and most efficient operation for cicatri- 
cial stenosis of the pylorus. 

2. Pylorectomy in the treatment of carcinoma of 
the pylorus is a justifiable procedure when the 
disease is limited to the organ primarily affected, 
and the patient's general condition furnishes no con- 
tmindication. 

3. Gastro-enterostomy by the aid of large, moist 
perforated plates of decalcified bone, should be 
resorted to in the treatment of malignant stenosis of 
the pylorus, as soon as a positive diagnosis can be made 
and a radical operation is contra-indicated by local or 
general conditions of the patient. — Medical Press and 
Circular, Feb. 24, 1892. 



Treatment of Leg Ulcers with Unna*s Zinc 
Dressing. — Prof. L. Heidenhain describes the treat- 
ment adopted at the University Clinic, at Greifswald. 
The patient first takes a warm foot-bath for a period 
of fifteen to thirty minutes, cleansing the limb thor- 
oughly with soft soap. After drying, the entire leg 
is disinfected with 1-1000 sublimate solution, the 
ulcer being carefully wiped with cotton. The sur- 
roundings of the ulcer for a considerable distance, as 
well as all eczematous skin, are covered with athick 
layer of Lassar^s zinc paste (zinc oxide, starch aa 1.0, 
vaseline 2). The ulcer is dusted with iodoform, and 
later when it has become clean, red precipitate oint- 
ment is applied. Dermatol applied in small quantities 
to clean ulcers has a remarkable effect in diminishing 
the secretion ; but if there is marked discharge, the 
ulcer is covered with a layer of sterilized gauze. An 
application of Unna^s zinc paste is then made (zinc 



oxide, gelatine, aa 20, glycerine and water, aa 80). 
This preparation is first rendered fiuid by placing th& 
vessel containing it in hot water and it is applied 
with a brush to the leg, from the toes to the tuber- 
osity of the tibia in front and as far as the heads of 
the gastrocnemius behind. An ordinary starched gauze 
bandage soaked in water is applied over this from the 
toes to the knee. Another layer of the paste is applied 
so that the meshes of the gauze are filled up with it^ 
Then follow alternate layers of bandage and paste,, 
until about four applications of each have been made. 
Finally, a muslin bandage is applied, so as to protect 
the clothing from the paste. About one-quarter hour 
after the application of the dressing, the patient ia 
allowed to go home, and after twenty-four hours it 
is usually dry and firm. As long as the discharge 
remains profuse, the dressing must be changed twice 
a week, but soon once during this time, and later 
every two weeks, each application being preceded by 
the foot-bath. As a general rule the dressing should 
be renewed as soon as the outer surface shows spota 
of moisture. Heidenhain strongly recommends this 
treatment to the general practitioner on the grounds 
that it is cheap, efficient, and enables the patient ta 
go about. — Berliner Kim. Wochenschr,, April 4, 
1892. 



Lateral Anastomosis of the Ileum for Ma- 
lignant Stricture.— Dr. W. E. Ashton reports a 
successful case of this operation and calls attention 
to the following practical points : 

1. The necessity of frequently douching the seat of 
operation with warm sterilized water to prevent the 
dangers of infection and shock. 

2. That rapidity in operating is of great importance 
for success. 

3. That early feeding by the mouth should be 
employed in all cases, especially in those which are 
weak and exhausted. 

4. That early feeding by the stomach does not add 
to the dangers of leaking, as the parts are perfectly 
secure if proper rings and additional sutures are 
employed. 

5. That an important factor in causing subsequent 
closure of the anastomotic opening is a direct union 
between the edges of the incision. 

6. That the danger of subsequent closure of the 
artificial communication, is materially lessened by 
using a steel punch in making the opening, by stitch- 
ing the edges of the serous and mucous coato of the 
bowel together, by placing the lateral sutures of the 
ring as close as possible to the margins of the inci- 
sion, and lastly by making the anastomotic opening 
sufficiently long and of an oval shape. — Cincinnati 
Lancet Clinic. 
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Treatment of the Pedicle in Ovariotomy.— 

Mr. Skene Keith, has used the cantery 132 times 
lor the treatment of the pedicle of ovarian tumors, in 
14 cases both pedicles were secured from hemorrhage 
in this way. He recommends the ligature only for 
slender pedicles and for cases requiring enucleation. 
He considers silk the best material for ligatures. The 
ligature of silk ought to be just so thick as to with- 
stand the strain the operator can put upon it, there 
is not any advantage in having it thicker. The silk 
must be chemically and not apparently clean. As 
simple and effective a way of securing this as any, is 
to boil it, and then keep it in a 1-20 solution of car- 
bolic acid. In applying the ligature, the pedicle must 
iklways be transfixed unless it is exceptionally thin. 
The best plan is tie each half without interlocking 
the loops, so as not to run any risk of drawing on the 
knot of the first loop when the second is tied. The 
two double ends are tied together, and when this is 
done it is remarkable into what a small compass the 
pedicle is drawn. — Lancet, April 30, 1892. 



cally convalescent. He believes that in the future 
lithotrity will quite supersede lateral lithotomy in 
children, and also that if a stone is too large to be 
crushed the supra -pubic operation should be selected. 
—Lancet, April 23, 1892. 



Lithotrity in Children. — Mr. F. A. Southam 
reports six cases in which this operation was per- 
formed with success. Before deciding upon litho- 
trity he thinks it advisable to determine the exact 
size of the stone. This can best be estimated by 
measuring it with a small lithotrite, when the child 
is sounded ; more satisfactorily, of course, if the 
examimition is made under ansesthesia. As cysti- 
tis is usually present to a greater or less extent, 
the bladder should be thoroughly washed out with 
boric acid solution while the patient is under the 
ansBsthetic. For a few days previous to the operation, 
the irrigation should be repeated every morning, an 
^nsBsthetic not being necessary. If a soft India rub- 
ber catheter is used for this purpose, it causes scarcely 
any pain, and is usually well tolerated by the patient. 
In none of the author's cases was it found necessary 
to continue the irrigation after the operation, the 
removal ot the calculus having been followed by a 
subsidence of the symptoms of cystitis. As the 
operation is often somewhat prolonged, it is very 
important to guard against exposure to cold, and also 
to diminish, as far as possible, the effects of shock. 
The body and limbs of the child should be wrapped 
in flannel bandages, and during the operation the 
patient lies upon a large, fiat hot- water tin, covered 
^ver with a blanket, which fits on the operating table. 
If hot fomentations are applied to the lower part of 
the abdomen and perineum after the operation, the 
child will pass urine in the course of a few hours 
without any straining or difiiculty. In only one of 
the author's ca^es was there any rise of temperature, 
and the following morning the patients were practi- 



The Surgery of the Tongue.— In an excellent 
paper on this subject read before the American Sur- 
gical Association, May 31, 1892, Dr. Dand ridge pre- 
sented the following conclusions : 

1. Sufficient experience has been accumulated to 
show that the removal of cancer of the tongue pro- 
longs life and adds to the comfort of the patient, and 
further affords a reasonable hope of permanent cure. 

2. All operations should be preceded by an effort 
to secure thorough disinfection of the mouth and 
teeth. 

3. In the treatment of continued ulcers and sores 
on the tongue, caustics are to be avoided and all 
sources of irritation removed. 

4. Persistent sores on the tongue should be freely 
removed by knife or scissors if they resist treatment. 

6. When the disease is confined to the tongue, 
Whitehead's operation should be employed for its 
removal. 

6. In this operation, the advantage of preliminary 
ligation of the lingual artery is not definitely settled, 
but the weight of authority is against its necessity. 

7. The advantage of leaving one-half the. tongue in 
unflateral disease must be considered undetermined, 
but the weight of positive experience is in its favor. 
In splitting the tongue into lateral halves. Baker's 
method of tearing through the raphe should always 
be employed. 

8. A preliminary tracheotomy adds an unnecessary 
element of danger in the removal of the tongue in 
ordinary cases. 

9. When the floor of the mouth has become in- 
volved or the glands are enlarged, Kocher's operation 
should be employed, omitting the spray and prelimi- 
nary tracheotomy. 

10. Removal of the glands by a separate incision 
after the removal of the tongue, must be considered 
insufficient. 

11. Volkmann's method still rests on individual 
experience. Its just value cannot be determined 
until it has been subjected to trial by a number of 
surgeons. • 

12. Thorough and complete removal should be the 
aim of all operations, whether for limited or exten- 
sive disease. 

13. By whatever method the tongue is removed, 
the patient should be up and out of bed at the earliest 
possible moment, and should be generously fed. — 
Journ, of the Americ. Med. Association, 
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Resection of the Knee. — In a discussion which 
occurred at the late French Surgical Congress, it was 
stated that white swellings of tlie knee may occur 
with or without bone suppuration. These forms of 
tuberculosis are so variable in their evolution, that 
Dr. Oilier, of Lyons, does not always consider it 
necessary to amputate in purulent cases ; resection 
gives very good results. Dr. Oilier favors bone 
suture, especially in cases of suppuration and fistula. 
He performs tubular suture by means of a lead 
pipe which can be removed when the sutures are 
taken out. Though bony union is apt to occur, 
he preserves with care the periosteum which facili- 
tates i-t. Resection should be avoided in children, 
yet a typical resection is preferable to curettings, etc. 
^Progres Medical. 



Cesarean Section. — Prof. T. Gaillard Thomas, 
reports a successful case of this operation, the patient 
being a dwarf, twenty years of age, and makes the 
following suggestions as to details : 

1. I regard the lifting of the uterus out of the 
abdomen, and the partial closure of the abdominal 
walls before cutting into it, as a very important step, 
and one which conduces greatly to the prevention of 
the entrance of septic fluids into the peritoneal cavity. 
In no future case would I neglect it. 

2. While undue haste should be avoided, rapidity 
of operation should be striven after. The demaudfl 
even of a i*apid operation upon the nervous system of 
the woman are necessarily great, and the tardy man- 
ipulations of an operator who wastes precious time in 
discussions, in asking opinions, and in illustrating 
?iews, are greatly to be deprecated. The time is not 
propitious for a clinical lecture. 

3. In lengthy operations I much prefer ether to 
chloroform ; in this one, I prefer chloroform to ether 
from the fact that vomiting subsequent to operation 
is a source of danger to the uterine sutures, and may 
force out fluids from the uterine cavity into the peri- 
toneum, even if it do not disturb the sutures. 

4. It is a matter of the first importance that the 
operation should be performed, not before nor after, 
bat during the first stage of labor. Before full estab- 
Ushment of this, and after escape of the liquor amnii, 
tho chances of success are greatly diminished. 

Dr. Thomas frankly admits that the operation of 
laparo-elytrotomy, of which he was the originator, 
has failed to become a recognized and well-established 
surgical procedure, not on account of its own short- 
comings, but because the modem improvements in 
the Csesarean section have put that operation far 
Above laparo-elytrotomy in ease, piecision and cer- 
tainty of result. — Medic. Record^ May 14, 180i. 



A New Method of Intestinal Surgery. — Dr. 

H. W. Maunsell, devised the following method about 
ten years ago: 

With thorough antiseptic precautions make an 
incision in the median line of the abdomen, large 
enough to permit of thorough search for the wounded 
or diseased portion of the bowel. Having found the 
part to be excised, bring it outside of the abdomen, 
with from four to six inches of healthy gut on either 
side ; empty it of its contents, clamp the healthy gut 
at two points from four to six inches above the dis- 
eased or wounded part ; pack well around with large, 
warm antiseptic sponges. 

Lateral laparotomy should be performed in all 
operations on the appendix vermiformis, caecum, or 
on any part of the colon. The bowel is clamped as 
follows: Place a large flat sponge across the intestine 
from four to six inches from the part to be excised ; 
transfix the sponge and mesentery near the gut with 
a strong safety pin. Pass the pin again through the 
sponge on the other side of the gut, and clamp the 
pin, or better still have two clamps prepared for 
immediate use, with the sponges sewn firmly to the 
arched portion of the safety pins. The sponge should 
be sufficiently large to compress the intestine against 
the pin. A wound in the longitudinal axis of the 
bowel may be easily sewn up with a continuous suture 
of chromicized catgut, fine silk, or carefully selected 
horse-hair passed through the peritoneal and muscu- 
lar coats. In performing circular enterorrhaphy 
apply ligature or torsion to the arteries separately. 
Having cut oflF the cancerous, gangrenous or injured 
portion of the intestine, bring together both ends of 
the bowel with two temporary sutures passed through 
all the coats of the intestine. One of these sutures 
is placed at the mesenteric attachment of the gut, and 
the other at the most distant portion of the bowel 
from the mesentery. When enterectomy is performed 
for gangrene or injury, the lower or distant segment 
of the bowel is generally the largest ; but where the 
operation is performed for stricture, cancer or tumor, 
pressing on or constricting the lumen of the gut, the 
upper or proximal portion is often much larger than 
the lower. An opening is made in the larger seg- 
ment of the gut, through which theinvaginated ends 
of the divided bowel may be dragged by the long ends 
of the temporary sutures, and when they are accur- 
ately sewn together all around, they may be pulled 
back into their normal position. The edges of the 
longitudinal slit made in the bowel, whicli begins 
about an inch from its transverse section, should be 
well turned in and brought together with a continu- 
ous suture passed through the peritoneal and muscu- 
lar coats only. — American Journal of the Medic. 
Sciences, March, 1892. 
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Surgical Treatment of Sciatica in Varicose 

Cases. — Dr. Quenu, of Paris, thinks that the best 
treatment of such cases consists in the wearing of 
elastic stockings. In many operations he has found 
varicosities, phlebitis and periphlebitis, with adhesion 
of the varicose vessels to the nerve. The cutting out 
of these varicose bundles has effected the cure of the 
patient. — Progr&s Medical. 



Secondary Suture of the Radial Nerve. — At 

the sixth French Surgical Congress, Dr. Ehrmann 
reported the following operation on a man who had 
been stabbed, and suffered from complete paralysis of 
the arm. The hemorrhage had been profuse, and 
the wound healed in three weeks. Six weeks later. 
Dr. Ehrmann decided to operate. He found a 
cicatricial nodule on the radial nerve, the other 
nerves being intact. The radial nerve was carefully 
dissected out, but the distance between the two ends 
was too large to allow of juxtapposition. They were 
united nt a distance by means of catgut threads. 
During the tenth week sensibility began to reappear. 
During the ninth month muscular contractions be- 
came more active. To-day, or the eleventh month, 
movements of extension of the wrist and fingers are 
performed with ease though there still remains a cer- 
tain degree of muscular atrophy. — Progres Medical, 



Cocaine Anssthesia in the Radical Cure for 
Hydrocele. — Nicase {Revue de CJiirurgie, No. 3, 
I89:;i) in a discussion before the Societe de Chirurgie 
upon a case of death due to the injection of cocaine 
into the tunica vaginalis, stated that such cases should 
not lead surgeons to abandon a method which, if 
properly employed, is without danger, and which 
entirely prevents the pain incident to the injection of 
iodine into the serous investment of the testicle. 

He describes his method of treating hydrocele. 

He first punctures the tunica vaginalis, and allows 
about one-fourth of the liquid to escape. He then 
injects into the liquid which remains within the 
vaginal tunic, forty minims of a four per cent, solu- 
tion of cocaine. The scrotum is then lightly man- 
ipulated for four or five minutes, when the rest of 
the liquid contained in the tunica vaginalis is evacu- 
ated and an iodine injection is made. 

The solution injected contains about one and a half 
grains of cocaine. This will secure absolute ansBs- 
thesia, even when it is diluted by a quantity of 
hydrocele fluid sufficiently great to make the per- 
centage of cocaine about 1 in 4000. 

This method of procedure possesses the advantage 
of permitting the absorption of but a very small 
portion of the drug. — Therapeutic Gazette, 



Treatment of Pelvic Suppuration by Vagi- 
nal Debridement and Antiseptic Drainage.— 

Dr. Felix Formento, of New Orleans, recommends 
the method of La Eoyenne in cases of pelvic suppu- 
ration, phlegmons, pelvic peritonitis, pyosalpiux, 
etc., which gives a mortality of only one or two per 
cent. The operative procedures consist, (1) in 
puncturing the well limited collection by means of a 
special trocar in the posterior vaginal cul de sac, ex- 
cept in rare cases of abscesses pointing between the 
vagina and bladder ; (2) in incising largely and trans- 
versely with a metrotome and keeping the cavity 
dilated until cicatrization. The means of controlling 
the hemorrhage, which is of rare occurrence, consists 
of a properly shaped, fine, elastic iodoformed sponge 
introduced into and compressing the incision in the 
cul de sac. In order to facilitate the operation, Prof. 
La Eoyenne invented a special trocar grooved sound. 
The transverse debridement should be limited to 
eight or nine centimetres. The finger will be the 
best instrument to reach multiple cavities. The 
puncture of the rectum should be avoided by placing 
a finger in that organ and another in the vagina. 
The following rules should be followed : 

1. After complete anaesthesia and thorough disin- 
fection, the patient lying on her back with her thighs 
strongly flexed, the purulent cavity should be once 
more well defined and the position of womb and 
rectum well made out. 

2. An assistant presses down on the abdomen to 
cause bulging of the cavity on the vagina. 

3. The operator plunges his trocar, properly di- 
rected, in the centre of the posterior cul de sac, 
immediately back of the os uteri. 

4. The trocar, after penetrating the cavity, is 
withdrawn, and through the groove of the canula, 
held 171 situ, the metrotome is introduced into the 
abscess. The canula is withdrawn, the metrotome 
opened to the proper width and withdrawn, while 
opened, thus incising transversely the walls of the 
abscess and vagina. 

A weak antiseptic solution is injected. A proper 
sponge, well iodoformed and tied with a thread, is 
introduced into the abscess and left protruding 
through the vaginal incision. This method, thus 
followed, is very simple and offers but little dan- 
ger. — New Orleans Med, Journ. 



Prof. Wm. H. Keen, recently performed an ampu- 
tation at the hip-joint for a rapidly growing sarcoma 
of the thigh. What makes the case probably unique 
in surgical annals, is the fact that she was in the fifth 
month of pregnancy at the time of the operation. 
The arteries were controlled by Wyeth's method, and 
scarcely any loss of blood occurred. 
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Suppuration. — Dr. A. C. Abbott states {Int. Med. 
Mag.) that from the evidence he has been able to 
gather, it is plain that suppuration cannot be con- 
sidered a specific process in the same way that 
tuberculosis, diphtheria and anthrax are specific 
processes, but that the causes underlying it are 
manifold : in most cases being the result of the 
presence in the tissues of the common pyogenic cocci; 
frequently following the invasion of the tissues by 
organisms not normally pyogenic in character; pro- 
duced experimentally by a variety of irritating 
siibstances without the presence of bacteria, and by 
the poisonous products of the growth of bacteria, and, 
finally, following the introduction into the tissues of 
the proteid substances that make up tHe body of the 
bacteria themselves. — Weekly Medical Review. 



Surg^ical Operations upon the Posterior 
Mediastinum. — Drs. Quenu and Hurtmann (Bull, 
et mem. de la Soc. de Chir. de Paris) have experi- 
mented on the cadaver as to the best means of 
rendering the posterior mediastinum accessible to 
surgical procedures. On the ground of their investi- 
gations they recommend the following operation : 

A vertical incision, 10 centimetres long, is made 
over the angle of the ribs, the centre of which 
corresponds to the level of the spine of the scapula, 
or slightly below. The soft parts between the verte- 
bral border of the scapula and the spinous processes of 
the vertebrsB are divided, the trapezius muscle being 
drawn upward and inward out of the way of the inci- 
sion, or a few fibres are cut. The rhomboideus is 
divided, and the ribs laid bare outside of the mass of 
the sacro-lumbalis. A portion of bone, two centi- 
metres long, is exsected from the third, fourth and 
fifth ribs subperiosteally. The costal pleura is separ- 
ated by blunt dissection and the hand can then be 
readily introduced into the posterior mediastinum. 
The oesophagus, hilus of the lung and aorta are thus 
exposed. Notwithstanding the right-sided position 
of the oesophagus, it should be laid bare by an incision 
on the left side oh account of the anatomical relation 
of the left costal pleura The authors think that the 
procedure described may be utilized for the opening 
of abscesses in the posterior mediastinum, the removal 
of enlai*ged glands pressing upon the oesophagus and 
bronchi, and extraction of foreign bodies in the oeso- 
phagus. 



A New and Practical Use for Aluminum.— 
This metal with its unlimited uses, seems to be pecul- 
iarly adapted for surgical appliances, instruments and 
artificial lim^s ; its low specific gravity, together with 



its great comparative strength, are qualities that are 
desirable to be combined in an artificial leg or arm, 
and a very large demand may be predicted for the 
new aluminum limbs just about to be put upon the 
market by the enterprising house of A. A. Marks, of^. 
New York. - rf 

There are amputations of the lower limbs that sur* 
geons deem desirable to make, in order to remove a 
part or the whole of a diseased or injured foot, with^ 
out sacrificing more of the member than the parts 
involved. We refer to amputations, technically 
termed tibio-tarsal, tarso-metatarsal and medio-tarsal. 
These amputations hax^e always been in disfavor with 
artificial limb makers, who have almost to a unit 
decried their license, and in too many instances have 
persuaded the surgeons to sacrifice much of a healthy 
leg merely to obtain a stump that would better 
accomodate the artificial limbs that they were able to 
produce. 

The new artificial leg, constructed of aluminum^ 
combined with the rubber foot, is adaptable to the 
above enumerated amputations. The socket of 
aluminum encases the stump and on account of the 
strength of the metal, the socket does not increase 
the diameters of the ankle to an objectionable degree 
in order to obtain the requisite strength ; the metal 
is cast into the proper shape to give ease and comfort 
to the wearer ; the aluminum socket is terminated by 
a rubber foot, which not only closely resembles 
the natural foot, but provides a soft, springy me- 
dium to walk upon, and a resistant, phalangeal ball 
to rise upon while walking, running or ascending 
stairs. 

It is obvious that by this invention the amputation 
can be conditional upon the injury, and the artificial 
limb conditional upon the amputation. In this alone 
the invention of the aluminum and rubber leg will 
prove not only a boon to the man who has suffered 
the amputation, but the solution of a problem that 
has many times perplexed the operating surgeon, as 
it eliminates all the objections heretofore urged 
against amputations in the region of the tarsus. The 
surgeon may thus rejoice in being able to observe the 
old and consistent law of amputating with the least 
sacrifice. 

Aluminum also plays an important part in the 
construction of strong and durable artificial arms. 
The socket of an arm being made of that metal, is 
light and strong and will enable the wearer to subject 
the artificial arm to severe uses without danger of ** 
destruction. It will not crack from overstrain like 
wood ; it will not become soft and limpsey or foul 
from perspiration like leather ; it is lighter than any 
other metal and is amply strong for every purpose. 
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Disinfection of the Mouth. — Dellevie calls at- 
tention to several conditions, in which the mouth 
should be made as aseptic as possible. Severalinfec- 
tious micro-organisms are capable of living for indefi- 
nite periods in the month, in condition to carry in- 
fection if the oppoi'tunity presents itself. He has 
found that the following antiseptics may be used as 
mouth washes without injuring the teeth : corrosive 
sublimate 1 : 1500, B. naphthol 1 : 1000, thymol 1 : 
1000, salicylic acid 1 : 350, saccharin 1 : 250, ben- 
zoic acid 1 : 100. — Boston Med. £ Surg. Journ. 



Chlorine in combination with Phenic Acid, 
the Ideal Antiseptic and Disinfectant— J. E. 
Chambers, M.D., Coroner's physician of St. Louis, 
jspeaks as follows on this subject: 
^ 'The term " Antiseptic 'Ms no longer doubted as a 
medical term; nor is there longer a doubt of the 
value of antiseptics in surgery, midwifery, or the 
hygiene of the sick room. 

The victory of antiseptics is the greatest triumph 
achieved by scientific medicine in an age of triumphs, 
and so numerous are the antiseptic preparations that 
have sprung up, that the question of what antisepsis 
is, changes to the question of the selection of an anti- 
septic agent. 

The nearer we keep to nature the fewer mistakes 
we make. In calling nature to our aid we find that 
chlorine, in the shape of the various chlorides, is 
natures great antiseptic. Were it not for the chloride 
of sodium— common salt — in any ocean, it would be 
one seething mass of corruption, and the present 
invigorating sea-breeze would create a pestilence 
capable of removing all the higher orders of life from 
the face of the earth. 

Ages before the terms ''Septic" or "Antiseptic** 
were known or used, our ancestors were practicing 
antisepsis with chloride of sodium without knowing 
the philosophy of its action, and were nearer to 
nature than many scientists of our scientific era. 
The antiseptic property of chloride of sodium is in- 
herent in the chlorine, sodium^ like lime and mer- 
cury, having no antiseptic properties. The more 
ready a chloride is to decompose and give up its 
chlorine, the more marked are the antiseptic proper- 
ties of that chloride. All the chlorides are now 
classified as antiseptics, while the bases of the various 
chlorides are usually inert, antagonistic to antiseptic 
action, or so irritating to the tissues acTto unfit them 
for use in medical or surgical practice. 

Chlorine has no rival as an antiseptic, but in its 
free gaseous form it is difficult to manage, while in 



its compounds are found the objectionable features of 
the bases with which it is combined. 

Following nature, custom and common sense, it 
has been a maxim from Biblical days that ''Cleanli- 
ness is next to Godliness." Water being easily 
impregnated with chlorine, "Chlorinated Water" 
was highly recommended for cleansing foul ulcers 
before anything about antiseptics was known. 

The cleansing property of water is well known, and 
the master of antiseptics for medical and surgical 
practice is a carbolized-chloro-oxide of hydroxyl, 
known as chloro-phenique. In this preparation are 
all the elements that go to make up an ideal antisep- 
tic; viz.: carbolic acid in sufficient quantity to 
anarathetize the exposed nerve fibresand to reduce the 
local temperature, and chlorine gas held in suspension 
sufficient to destro; all septic material. A ten to 
twenty per cent, solution is a valuable wash to all 
ulcerated mucous surfaces, such as the mouth, nose 
or throat, or as an injection into vagina, uterus, 
bladder or rectum in an ulcerated or infiammatory 
condition of these organs. Its value as a disinfectant 
cannot be estimated, as it gives off, by evaporation, 
sufficient of its gases to disinfect the sick room and 
rid it of all offensive or poisonous odors. If the 
chlorine odor is offensive to the patient that objection 
may be met by any suitable perfume. 

Chloro-phenique is strong enough in its undiluted 
state for any case or condition m surgery or medicine, 
calling for antiseptics or disinfectants, while minor 
conditions are met by solutions of various strengths. 

In summing up the qualities of chloro-phenique, 
we find, first, that in its use we are but following 
nature's laws ; second, that it can be made of any 
desired strength of solution ; third, that its disin- 
fectant are equal to its antiseptic properties, and last, 
but most important, its volatile properties render the 
atmosphere sterile in the vicinity of the wound to 
which it is applied, equal to the action of a constant 
spray. 

In conclusion allow me to say that chloro-phenique 
as an antiseptic and disinfectant has no superior, 
and we need no other. 



Pus Bacillus found in Earth.— Dr. Meade 
Bolton has found a bacillus in earth, which causes 
abscesses at the seat of inoculation in various animals. 
The organism which he terms the bacillus pyogenes 
soli, is about the size of the bacillus of diphtheria, 
and resembles the latter closely in appearance. The 
abscesses following subcutaneouA inoculation form 
within twenty-four hours^and last from forty-eight 
hours to eight or ten days. — American Joum. of the 
Medic, Sciences. 
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THE PATHOLOGY OF TmiNAEY PEVEE. 



Our knowledge of the etiology anu pathology of 
that long recognized, hat imperfectly understood, 
disorder called urinary, urethral or catheter fever, has 
received a number of valuable additions during the 
last year or two. At the recent meeting of the 
American Association of Oenito-urinary Surgeons, 
Dr. P. Tilden Brown, of New York, read an instruct- 
ive paper which places the subject in a much clearer 
light. According to Velpeau's theory the disease 
is due to reabsorption of some of the constituents of 
folly formed urine, through some traumatic or idio- 
pathic lesion of the bladder or urethra, and this view 
has recently been defended by Guion. Thanks to 
the progress made in bacteriology, we are able now to 
identify the various micro-organisms which are claimed 
to be the specific cause of the different forms of 
urinary fever, so that now the vague term, *' fully 
formed urine," is being supplanted by the generic 
name of some particular microbe or its essential 
waste product (ptomaine). The ways by which any 
pathogenic microbe may gain access to the urinary 
tract are various, in part quite obvious, in part ob- 



scure. Chief in point of frequency among the differ- 
ent forms of microbic life which give rise to urinary 
or systemic sepsis, is the bacterium colli communis^ 
although the urobacillus liquefaciens septicus is 
regarded of greater virulence. Despite the advances 
in our bacteriblogical studies of urinary fever, it will 
not do to go to extremes and attribute the disease 
solely to the agency of micro-organisms, to the ex- 
clusion of other possible, dnd, occasionally probable 
factors. For a long time certain clinical manifesta- 
tions of the affection have been explained on the 
basis of the theory of nerve reflex action. Derange- 
ments of the urinary organs of functional character, 
follow not infrequently the use of instruments in the 
urethra or bladder, even without the supervention of 
traumatism or sepsis. This local derangement may 
be associated with systemic symptoms, chiefly of a 
nervous character. It seems best to employ the word, 
'^ shock,^' not only for those rare cases of sudden death 
after urethral instrumentation, but also for every 
grade of functional disorder affecting the urinary 
system primarily and the organism secondarily, as dis- 
tinguished from affections of microbic origin. In 
view of the highly developed cerebro-spinal, as well 
as sympathetic nervous system of the genito-urinary 
tract, and the close sympathy existing between cor- 
related organs, it is quite explicable why a temporary 
renal disturbance might follow a trifling trauma, 
inflicted upon a hyper»sthetic urethra. If a func- 
tional renal disorder be thus initiated, this might lead 
to a failure to eliminate physiological waste products 
(leucomaines), which would give rise to symptoms of 
general systemic disturbance or poisoning. In this 
way, without the intervention of micro-organisms, a 
conaition of sepsis might be produced ; so that it is 
quite conceivable that not only the evanescent, but the 
more continuous types of urinary fever may have 
their starting point in shock. 

We desire to call our readers' attention to the large 
number of valuable original papers in this issue, which 
have been especially written for the Jouenal. Ow- 
ing to this embarrassment of riches, we have been 
compelled to omit the abstracts from exchanges and 
translations, and the proceedings of the Gynecological 
Section of the American Medical Association which 
will appear in the August number. 
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THE PBE8ENT STATUS OF THE SUBOEBT OF THE 
VEEMIFOaM APPENDIX. 



By John A. Wyeth, M.D. 

Profeuor of Surgery at the New York Polyeiinie, Vmting 
Surgeon to Mt. Sinai Hospital, 



The achievements of modern surgery are the just 
pride of our profession; they have won for it and ns 
the admiration and gratitude of mankind. Even 
in this wonderful age of mechanical invention^ it is 
safe to say that in its proper sphere, the alleviation 
of suffering and the preservation of life, surgery has 
not been surpassed in marvelous progress. Ether, 
chloroform and cocaine have already saved millions 
of beings from untimely death and are destined for 
all time to compound the sum of human health and 
happiness. Who can compute the ultimate results of 
the work begun by such men as Ephraim McDowell, 
Marion Sims and Joseph Lister. Oenius like that of 
Watts and Fulton; Stephenson, with his "bottled 
sunshine;'* Morse and Vail and Henry; Whitney, 
Howe and Hoe, Bell and Edison and others, may 
justly claim the tribute of man's admiration; but to 
Simpson, Morton, Long, Jackson and EoUer, and the 
other great discoverers in our art, with an equal 
admiration, he adds that fuller measure of his grati- 
tude. 

One need go no further than the subject of this 
paper for a demonstration of the rapid progress in 
surgery. The morbid anatomy of the appendix 
vermiformis has only recently been understood, and 
with this knowledge, came at once the great improve- 
ment in the operative treatment of its lesions. 

The name of Dr. Simon Baruch, of New York City, 
should, in my opinion, stand prominent in the list of 
those to whom we are indebted for this very iipport- 
ant advance. It was from a case in his practice that 
on Feb. 8, 1888, Dr. Henry B. Sands reported to the 
New York Surgical Society ^^ An account of a case 
in which recovery took place after laparotomy had been 
performed for septic peritonitis due to a perforation 
of the vermiform appendix."'^ The patient, a lad, 
was under the care of Dr. Simon Baruch of New York, 
a physician not only of large experience and unsur- 
passed skill in diagnosis, but a man who possesses the 
courage to carry out what his judgment affirmed. 
Dr. Baruch saw this patient on December 29, 1887, 
at 8 A.M. Since the previous afternoon he had experi- 
enced considerable pain in the lower abdominal region 
which grew worse in the night, the increase of pain 
being accompanied by several attacks of vomiting. 

• N. T. Medical Jonmai, Feb. 18, 1888, p. 197. 



The right iliac region was exquisitely tender to the 
touch, the balance of the abdomen only tender on 
deep pressure. Slight tympanites. Pulse 120, respira- 
tion 36, temperature 102^ F. A turpentine enema 
was oi-dered, and all food and drink withheld. Poul- 
tice to lower abdomen. 1 p.m., pulsel20, respiration 
30, temperature 101**. Pain relieved by poultice and 
emptying of lower bowel by enema. Ordered small 
quantities of beef tea. 8 p.m., pulse 116, respiration 
30, temperature 101.4^. Patient comfortable. 

At 8 A.M., December 30th (the second day) pulse 
130, respiration 30, temperature 101.6*^. Had taken 
five ounces of beef tea, two ounces and a half of milk. 
No vomiting or nausea, and local tenderness lessened, 
tympanites increased, dullness on percussion over 
region of appendix. Despite the absence of pain, 
nausea and vomiting, and the patient's expression of 
being comfortable. Dr. Baruch, basing his opinion on 
increased pulse rate and tympanites, the continuing 
exquisite, sharply defined tenderness and localized 
dullness, decided that the time for action had come 
and called in surgical aid. No tumor could be felt 
by rectal examination or by direct palpation. 

Operation at 4 p.m., forty-eight hours after the 
onset of the attack ; ether, vertical incision over the 
region of the appendix. Tissues just beneath the skin 
oedematous, peritoneunv thickened and opaque, on 
its incision a small quantity of gas and about an 
ounce of fetid pus escaped. The peritonitis was not 
general, was evidently recent, spreading and severe. 
A spherical foecal concretion about a quarter of an 
inch in diameter was found lying free in the periton- 
eal cavity. A similar concretion had partly escaped 
from an opening at the commencement of the vermi- 
form appendix, which was not gangrenous. The 
margins of the opening were freshened with scissors 
and brought together with silk sutures. The diseased 
parts were irrigated with warm water (about 105^) 
and afterward syringed out with half a pint of 1-1000 
bichloride solution, the upper part of wound closed, 
the intestines walled off with iodoform gauze, the 
wound packed with the same material; bichloride 
gauze and cotton over this. The temperature fell 
within an hour to 98.5^ and convalescence was unin- 
terrupted 

I have reported this case at length, not only on 
account of its historic value— for it was the first case 
in which the operation had been done after a diagno- 
sis of perforation of the appendix, which attracted 
the attention of the profession at large — but the 
history of this case is important since it is practically 
the history of those cases which demand immediate 
surgical interference. 

A proper conception of what we once termed 
'^ perityphlitis,'' now properly named appendicitis and 
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peri-appendicitis will depend upon a careful con- 
sideration of the anatomy of the organ in question. 
Quoting from Quain is this description : *' Coming 
off from the inner and back part of the csscum at its 
lower end is a narrow round and tapering portion of 
the intestine named the appendix caeci or vermiform 
appendix. The width of this process is usually about 
that of a large quill^ or rather more, and its length 
yaries from ihree to six inches; these dimensions 
differing much in different cases. Its general direc- 
tion is upwards and inwards behind the caecum and 
after describing a few slight turns it ends in a blunt 
point. It is retained in its position by a small fold 
of peritoneum which forms its mesentery. The caecal 
extremity is hollow as far as its extremity, and its 
cavity communicates with that of the caecum by a 
small orifice sometimes guarded by a yalvular fold of 
mucous membrane/' 

Of course, the anatomical relations of this organ 
Tary from this most frequent position, but in the large 
proportion of subjects the above relation prevails. 

In this unfortunate position, it cannot escape many 
accidental lesions. Its lumen communicating with 
the great pouch, the largest part of the alimentary 
canal, into which is being poured during a good por- 
tion of the time, semi-liquid ingested matter, and var- 
ious undigested particles under considerable pressure, 
no matter what position the subject assumes, it is 
no wonder that these contents find their way into this 
organ. Once in, the tendency is to remain; for this 
diminutive process has little peristaltic power to 
empty itself. Hence by pressure of solid particles or 
by fffical enteroliths formed by partial evaporation of 
the liquid contents, ulcers are formed and perforation, 
more or less rapid and complete, may occur with 
escape of gas or other contents, or without perforation 
inflammation may be instituted, which spreads through 
the walls and fires up the peritoneum in immediate 
contact. Moreover, pressure of the overlying and 
usually filled csecuqi directly upon the appendix must 
be an additional factor in the interference with its 
proper nutrition and the resulting breaking down. 

Again when distended with gas, or even when 
empty and small, such is its unfortunate position that 
this pressure may shut off a proper blood supply and 
cause gangrene, general or localized. Pressure is 
undoubtedly increased in the sitting posture and this 
may, in part, account for the frequency of appen- 
dicitis in those of sedentary habits. 

From the above we ca^ satisfactorily explain all the 
yarious lesions which are found post mortem or dur- 
ing operative exploration, from the mild catarrhal 
infiammation of the lining membrane, to the deeper 
process spreading without perforation to the perito- 
neum; the general rapid gangrene of the entire organ 



with rapidly developing peritonitis, rupture and col- 
lapse; the slow perforation by direct pressure of a 
foreign substance; and ulceration and perforation as 
a result of local gangrene in an appendix either 
empty or containing only, a small quantity of gas. 

Catarrhal appendicitis is the simplest and most 
innocent variety. The symptoms vary with the 
intensity of the catarrhal process and with its recur- 
rence. Pain is usually mild, fever not present, and 
tumefaction or local abdominal resistance absent. 
When the inflammatory process involves the entire 
wall of the appendix and the peritoneum is commenc- 
ing to be involved, pain becomes a more prominent 
symptom, tenderness localized on direct pressure with 
the point of a single finger is evident, abdominal 
resistance is noticeable, adhesions occur as the peri- 
tonitis extends, agglutinating contiguous surfaces 
and happily hedging in the commencing suppuration 
and abscess; septic fever, tympanites, and increased 
pulse follow as a rule, varying with the intensity and 
rapidity in the spread of the inflammation. ^ 

General gangrene of the appendix is the most for- 
midable of all these lesions, and death may ensue 
within a few hours, such is the suddenness of the 
onslaught and the rapidity of the gangrene and even 
before rupture, such is the widespread peritonitis 
produced and consequent shock and collapse. 

In local gangrene and ulceration the general peri- 
tonitis may be prevented by fortunate early adhesions, 
but the perforation is usually sudden enough to per- 
mit the escape of gaseous or other contents, with 
rapidly developing peritonitis. 

When foreign particles find lodgment in the 
appendix they may produce a mild form of infiamma- 
tion, recurring with varying frequency (recurrent 
appendicitis) causing adhesions, the attacks gradually 
increasing in severity until either symptoms of oh* 
struction are present or abscess and general periton- 
itis ensue. 

It seems to me that a better understanding of these 
various forms of appendicitis and the indications and 
methods of treatment may be arrived at by the study 
of certain cases in each group. 

It is to the rapid perforation and the gangrenous 
forms of appendicitis that the greatest importance 
attaches. Of the former I have narrated one case. 
Allow me to give the history of a second patient, in 
which I was personally interested. You will find it 
reported by Dr. Baruch in the Medical Record for 
April 30, 1892. This gentleman was called to Long 
Branch, New Jersey, to see a lady about thirty-five 
years of age who, twenty-four hours before, had been 
seized with a severe pain in the right iliac region. 
She had been treated for peritonitis by the adminis- 
tration of Bochelle salts and morphia. He found 
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ht(t with a temperature of only 100^, finger tips and 
noae and ears cool, anxione countenance, rapid puhe 
and reflpiration. There was exquisite tenderness over 
the anatomical location of the appendix and localized 
dullness on percussion. The critical condition of the 
patient was diagnosticated and operation urged. I 
saw this patient about midnight; it seemed impera- 
tiye to operate and this was done at once. On cutting 
through the periteneum oyer the region of pain and 
'dullness and pushing aside one or two loops of small 
intestine which presented, a small quantity of pus 
(about two drachms) was seen at the base of the 
csBCum. A nodular and inflamed appendix was 
found containing a faecal concretion, whose sharp 
edge had perforated the appendix. Recent fibrinous 
exudation (with slight adhesions) and pus mixed 
with bubbles of fetid gas were found in the yicinity. 
The pus was carefully sponged away to avoid its diffu- 
sion as the operation was proceeded with, the appen- 
dix was carefully dissected out, tied one-fourth of an 
inch from its junction with the caBCum with a strong 
silk ligature, divided and removed. The stump was 
rendered aseptic by rubbing it thoroughly with a 
bichloride tablet. The pelvic fossa was carefully 
cleansed with warm water and dried out with sponges. 
The intestines were walled off with layers of iodoform 
gauze, the wound closed above, and the remainder 
filled with the gauze; a dressing of sterilized gauze 
was applied over all, with slight compression. 

Pulse, respiration and temperature fell within one 
hour, all symptoms of shock passed away, and the 
patient made an uninterrupted recovery. 

Tn gangrene of the appendix the symptems do not 
differ materially from those in perforation of this 
organ. The following may be taken as a typical case. 
It occurred in the practice of Drs. Walker and 
McBurney, of New York.f ** A man, fifty-six years 
old, heavy build and in excellent health, was seized 
quite suddenly at 9 p. m. with nausea, vomiting 
and general abdominal pain. His temperature re- 
mained at 100^ until evening of next day. Forty- 
eight hours after the onset of the attack the abdo- 
men was moderately distended, rigidity of right 
abdominal muscles was highly developed,and great ten- 
derness on pressure was noted at the ileo-csBcal upper 
region. He had the gray tired look of commencing 
sepsis. Within two hours the temperature had risen 
from 100® to 102.6®, the pulse was full and bounding. 
At midnight, fifty-one hours after the attack began, 
the operation was performed. The appendix, curved 
like the letter S, five inches long, as large as a man's 
thumb, extremely distended with soft foeces and 
completely gangrenous, was found lying to the out- 
side of the ascending colon well in the loin. It was 

t Medical Record, April 6, 188S, p. 4S4. 



not perforated and there was no pus. The usual 
toilet and dressfaig was done and the patient recovered. 

Subacute and chronic, or recurrent appendicitis. 
The two following cases will, I think, suffice in the 
study of this group. 

In April, 1890, a young man about twenty years 
old, came to me from Dr. Qround, of New Hamp- 
shire. He had had twelve attacks of appendicitis in 
eighteen months. They had varied in intensity, were 
generally not severe. There was always pain in the 
right iliac region, abdominal tension (often mistaken 
for tumefaction), and occasionally a temperature as 
high as 101^ F. He was incapacitated for work from 
one to two weeks during each attack. While prepar- 
ing him for operation an attack came, on with the 
usual symptems of other seizures. It subsided in ten 
days, and I then removed the appendix which was ad- 
herent te the iliac fascia. The periteneum was thick- 
ened and there were numerous adhesions about the 
csdcum. The appendix was not more than one inch 
in length, about three-eighths of an inch in diameter, 
was empty and not infiamed or seemingly diseased. 
The patient recovered promptly and has not had an 
attack since that date, notwithstending the character 
of his work which is that of a porter at a hotel. 

A young man in excellent general condition had 
within six months prior to January, 1892, three at- 
tacks of pain in the right iliac region. A month 
after the last attack I examined and found the tender 
point and a well defined swelling about as large as a 
walnut. I operated on this case and found a small 
distended appendix, thickening of the peritoneum 
with adhesions forming the tumor which had been 
recognized by palpation. Dressing as above and un- 
eventful recovery. 

When appendicitis occurs in which the infiamma- 
tion extends gradually, yet steadily through the walls 
of this organ, involving the peritoneum, adhesions 
rapidly occur, and suppuration being established, the 
pus is circumscribed or walled off from the general 
peritoneal cavity and produces the usual symptoms of 
abscess, along with localized or general peritonitis. 
In this variety there are not present the symptoms of 
shock which characterize gangrene, perforation or 
rupture of a peri-appendicular abscess. Though less 
dangerous, these cases require unremitting vigilance. 
It is true that in many instances resolution occurs, 
even after well-marked tumefaction is present, with 
fairly high temperatures, tympanites and local peri- 
tonitis, but I believe in these cases the tumefaction is 
chiefiy due to localized muscular tension and te 
limited peritonitis with adhesions rather than to 
abscess. In these cases of gradually developing peri- 
appendicular abscess the surgeon should be prepared 
for operation in the first few days of the attack. The 
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sharply defined limit of teud^rneas, increaBiixg swell- 
ing and muscular resistance, persistent high tempera- 
tures (101® to 102.6® F.), and tympanites, all point to 
increased formation of pus and strongly suggest 
operatiye interference. If all such oases were thus 
early operated upon, the general mortality after peri- 
appendicular abscess would, in my opinion, be greatly 
decreased. 

Within the last few months I haye seen three such 
cases perish from rupture of the abscess between the 
seyenth and tenth days from the first symptoms of 
the attack, and in each of these the conditions were 
yery fayorable for operation after the abscess was well 
adyanced. In one, operation was adyised on the fifth 
day but declined. The patient died from peritonitb 
and collapse on the tenth day. An enormous abscess 
filled the right ileo-c8Bcal region and had ruptured. 
In the second case on the night of the eighth day the 
patient ''felt something giye way/^ collapse ensued, 
and as he was moribund I declined to operate. He 
died in two hours. 

In the third case on opening the abdomen fetid 
pus was found in the general peritoneal cayity, and 
although a careful toilet was made he died in fiye 
hoars. His condition was considered desperate and 
almost hopeless at the time of operation which had 
been too long deferred. 

In cases of suspected abscess I do not think we 
Bhonld use an aspirating needle in exploration. It 
may be followed by serious consequences. When the 
symptoms point to pus accumulation, the most surgi- 
cal procedure is to cut down upon the swelling. If 
adhesions haye occurred and you get directly into the 
abscess, the treatment is the drainage tube and irriga- 
tion with Thiersch's solution. If the general peri- 
toneal cayity is first entered, the abscess can be 
readily recognized and located by enlarging the 
incision in the abdominal wall if necessary. Bather 
than risk the escape of pus into the peritoneal cayity 
a posterior opening should be made, entering the 
abscess through formed adhesions and draining out 
fronci behind. The anterior incision facilitates the 
entrance to the abscess from behind. The anterior 
wound should be closed throughout. If only a yery 
small pus sac is found it may be opened, its contents 
sponged out, the cayity scraped and cleansed with 
sponges, rinsed with 1-1000 bichloride solution,and the 
wound packed with iodoform gauze. No posterior 
incision is indicated here. 

When an abscess has burst into the general cayity, 
a thorough and careful toilet should be performed, 
eyerything sponged out dry, especial attention giyen 
to the pelyic cayity. lodoforih packing is demanded. 
Operative technique in the removal of the appendix. 
An incision about fiye inches long is made through 



the abdominal wall parallel with the linea alba. The 
center of this incision should be about one-half of an 
inch below a line drawn from tiie anterior superior 
spine of the ilium to the umbilicus. All bleeding 
should be stopped by ligature before the peritoneum 
is opened. When this is done any loops of small 
intestine which may protrude, should be gently 
pushed toward the median line and held away by 
sterilized gauze napkins. The osBeum is readily seen, 
and may be recognized by the longitudinal band, 
which, if followed downward, leads directly to the 
appendix. Should no adhesions be found, the end of 
the csBCum may be slightly lifted and thus bring the 
appendix into yiew, when it can be dissected firom its 
peritoneal attachments commencing at the apex. 
About one-fourth of an inch from its junction with 
the large intestine, a strong silk ligature is applied 
around it, and the appendix cut away with the scissors 
from one-eighth to one-fourth of an inch beyond the 
ligature. The end of the stump is rendered aseptic by 
thoroughlyapplyingoyer its cut surf aceasolidtabletof 
mercuric bichloride. The ends of the ligature are cut 
off close to the knot after the toilet of the peritoneum. 
A piece of rubber tissue protectiye, disinfected by 
immersion in 1-5000 cool bichloride solution, is now 
placed so as to wall off the small intestines from the 
stump, and against this tissue is placed the iodoform 
gauze which fills the wound and projects to the sur- 
face through its lower one or two inches which is not 
closed by sutures. The rubber tissue is used be- 
cause it does not adhere to the intestines as does 
the gauze. The upper remaining portion of the 
wound it closed as after an ordinary laparotomy. 
This dressing may remain for from three to ten days, 
preferably about seyen days when the gauze and 
tissue protectiye are pulled out, the wound irrigated 
with 1-3000 bichloride solution. A small strip of 
iodoform gauze or a soft rubber tube may be carried 
down to the bottom of the wound to insure drainage, 
and this finally remoyed in another week or ten days. 
For fear of yentral hernia the patient should keep in 
bed for four or six weeks, to permit the lower part of 
the wound to close by strong cicatricial adhesion. 

When adhesions between contiguous loops of intes- 
tine and the appendix or csecum are met with, these 
should be carefully separated, and upon the discoyery 
of pus or extrayasated matter, this should be mopped 
out with sponges, taking care to preyent, if possible, 
the contact of septic matter with the general peri- 
toneal cayity. The use of sterilized gauze napkins 
may aid in walling off the general cayity. 

When the appendix is gangrenous or greatly dis* 
tended, or has'aJready been perforated, yery considera- 
ble care is essential in dissecting it loose, either to 
preyent rupture or to ayoid the escape of its contents 
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When a large agglutination is encountered and the 
presence of a large quantity of collected pus is 
eyident, it is safer to use the anterior incision which 
led to this discovery, as a guide to the entrance of the 
abscess from a posterior and retro-peritoneal incision 
through which drainage can be effected. The an- 
terior wound can then be closed throughout by 
sutures; if not contra-indicated, I prefer good steril- 
ized silk for sutures, passing through the skin, and 
carefully going through each lajrer of fascia and 
muscles, and the abdominal peritoneum at least one- 
fourth of an inch from the cut edge of the peritoneum. 



Dorsal Position for operatlug on Fittala In Ano. 

When a general toilet of the peritoneum is indicated, 
I prefer irrigating this cavity with sterilized water 
(just boiled and allowed to cool down to about 100^ 
F.). This is carried in from an elevated irrigator 
through a stiff blunt gutta percha tube (boiled before 
using). As the general peritoneal cavity becomes 
filled, the fluid flows out through the opened wound. 



The remainder is sponged out until the cavity is dry 
and clean. I have once made a second opening in 
the median line in order to drain the deep pelvis. 
This is rarely indicated. 

In conclusion it may be said that, contrary to 
former teaching, so-called perityphlitis and perityph- 
litic abscesses are intra-peritoneal lesions. They 
seemed to be retro-peritoneal after adhesions had 
taken place. 



HOW TO DEAL WITH ITBTnLA DT ASO. 



By Joseph M. Mathews, M.D., 
Louisville, Ky. 



I once heard the elder Allingham re- 
mark that, in his opinion, it required 
more surgical knowledge and dexterity 
to operate on, and cure a complicated 
case of fistula in ano, than any other 
surgical affection. The more I meet 
with this very troublesome disease, the 
more I am persuaded of the truth of 
this assertion. I wish it were possible 
to collect the statistics of the uucured 
cases of flstula, after operations for 
their relief. Many, very many persons, 
who come to me for an operation, men- 
tion the fact that they have been 
operated on before for the trouble. I 
must say I believe the books are re- 
sponsible for many of these bad results. 
Too little attention is given by the 
authors to the minutia or details of the 
operation. For instance, Bryant, in 
his most excellent work on surgery, 
says of the operation for fistula in ano : 
**The operation consists in the insertion 
of a grooved director through the fistu- 
lous sinus, then with a knife, divide 
all the tissues upon the director.'* Now, 
in truth, this amount of operating 
would not cure one in six cases, and yet 
this is about the substance of what the 
majority say in regard to this operation. 
Van Buren once thought that by the 
division of the main channel of a fistu- 
la, infiammation was excited sufficient 
to eradicate the branch fistula. This, however, has 
been proven to be untrue. 

For the want of space in this article, I will not 
deal with the manner of treating fistula in ano by 
any other method than with the knife. I know that 
the elastic ligature has had strong advocates in Dit- 
tell, Allingham, and some others, but the procedure 
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seems unsnrgical and withal so nnsatisfactory that 
bnt few surgeons have given the plan much endorse- 
ment. I must confess that the more I have used the 
elastic ligature in the treatment of fistula in ano, the 
less I like it. It must be conceded that where branch 
fistulse exists the treatment would be a positive 
failure. These sinuses are lined by a tough^ cartila- 
ginous, so-called pyogenic (?) membrane. Inflamma- 
tion excited by the ligature going through the main 
sinus, will not be sufficient to close the smaller 
branches. Then, too, remembering that the ligature 
only cuts from the sinus outwards, it is 
easy to understand that the base or 
bottom of the sinus is left untouched, 
and granting that the wound heals, the 
sinus is still left. 

Again in this day of clean, antiseptic 
surgery, no operator would desire to see 
pus flowing from the wounds made 
by the elastic cord. This condition of 
things miist necessarily obtain because no 
such wounds could bo properly dressed. 
There are other reasons for objecting to 
this method, but it is not the desire of 
this article to deal further with the plan. 
When compared with the knife in 
operating for fistula, all other methods 
must suffer by the contrast. 

What can be accomplished by the knife 
in a few minutes, take^ days or weeks 
for the other plans of treatment to do ; 
edges of wounds can be trimmed, addi- 
tional sinuses sought for and divided, 
the bottom of all cut through, antiseptic 
surgery be practised, and a perfect cure 
effected when the knife is used. 

Diagnosis. As far as diagnosticating 
fistula in ano is concerned, that is quite 
an easy matter, bnt to tell exactly the 
character of the fistula we have to deal 
with, is quite another thing. An opera- 
tion that will cure one fistula, will not 
cure another. Therefore, no general 
rule will apply to these cases. There 
are several things to be taken into consideration in 
properly diagnosticating or prognosticating a case of 
fistula. 

1. Is id a simple fistula and has it but one channel ? 

2. Is it a progressive or non-progressive fistula ? 

3. Is it due to any special diathesis, as tubercular, 
syphilitic, etc. ? 

4. Does it exist as a disease per m, or is it the 
result (secondary) of stricture ? 

These are essential considerations and will decide 
the method of operating and after treatment, and the 
prognosis. 



To illustrate : If the case is one of simple fistula 
with but one channel, a single division of tissue, either 
by the knife or ligature, will effect a cure. 

If it is a progressive fistula, with a great discharge 
of pus, and a rapid breaking down of tissue, an opera- 
tion by the knife should be advised at once. If it is 
non-progressive, no hurry need be had and the 
patient can adapt himself to circumstances. 

If the disease is due to any special diathesis, such 
diathesis must be ascertained in order that the proper 
medical as well ac surgical treatment can be afforded. 



Lateral Position, shoald the necessity of the case require this posture. 

Indeed, upon this is decided the question whether an 
operation is warranted at all. 

If the fistula be secondary to a stricture of the bowel, 
no operation is permissible until the strictured con- 
dition is righted. 

I consider, therefore, that these are points of much 
more significance than to determine whether the fis- 
tula be an external, internal, or complete one. It has 
often occurred to me that the authorities put too 
great stress upon this division of fistuto. It matters 
very little to the surgeon wl|^ is going to operate, 
which variety he is going to deal with, for he is going 
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to do pretty mnch the same operation in all. It is 
the complications that concern him, not this kind of 
division. 

Plan of treatment. — Haying then taken into con- 
sideration the points that I have named, we conclude 
that it is a case which calls for an operation. It is 
much in the surgeon's f ayor if he can have the advant- 
age of his own operating room. In this room I have 
everything in re^iness to do an antiseptic operation. 
If the case is one of any moment^ I direct that the 
patient be given a bath the evening preceding the 
operation. The next morning he is to be given 
another bath. A purgative is administered the night 
before the operation ; an enema one hour before he is 
put on the table. In this connection, I will say that 
to the rectal surgeon as well as to the gynsBcologist, a 
good operating table is absolutely necessary. Many 
times I have been much chagrined by attempting to 
do these 'operations upon the bed of the patient. I 
have tried several makes of '^chairs/' but have never 
succeeded in getting one that was adapted to this 
work. I have now in my operating room a Nedofik 
Sofa, which answers the purpose so admirably that I 
desire to call attention to it. As will be seen,' it can 
be thrown into a number of positions^ admirably 
suited to the rectal surgeon. Being made of firm 
material and one continuous surface for the top, it 
has all of the advantages and none of the disadvant- 
ages of many of the chairs or tables in the market. 

The patient is put upon the table in position, No. 
5, when the nurse thoroughly washes the external 
parts which will be included in the operation, with a 
solution of bichloride of mercury 1-6000, the parts 
being shaven. Ether or chloroform is administered 
and the patient is then put in position, No. 9, and 
the rectum is thoroughly irrigated. 

If an external opening exists, the grooved director 
is inserted into it and allowed to follow the sinus 
with little pressure, at the end of which time, more 
force is used, and then the index finger of the right 
hand is pushed into the rectum, and if the director 
has not entered the gut, it is forced through the 
intervening tissues and mucous membrane. If the 
tissues are not so abundant on the director as to pre- 
vent the pulling out at the anus of its distal end, 
this is done. If there is any difficulty in so doing, I 
content myself in cutting down on it, the object being 
only to cut through all the tissues held on the direc- 
tor. The irrigator containing the mercuric solution 
is allowed to play over the wound. All additional 
sinuses are now diligently sought for and laid open. 
I will be permitted to say here that by the time this 
is done in some cases, wounds will have been made 
into which the hand could be easily lain. It may be 
that an entire buttock has been sacrificed, or the 



sphincter mi^scle destroyed by the operation. The 
surgeon can be content, for no less amount of surgery 
would have accomplished the aim. If the patient be 
a female, she would much rather have sacrificed her 
ovaries and tubes than her sphincter muscle, and yet 
the ravages of fistula in ano are sometimes so. exten- 
sive that these muscles must be sacrificed in order to 
stop the progress of the disease. After all channels 
hftve been divided, any bridges of flesh cut away, al] 
edges trimmed, the bottom of all sinuses divided, 
hemorrhage stopped by ligature or hot water, the 
parts are then dusted freely with iodoform, bichloride 
gauze is gently packed in the wounds, absorbent cotton 
placed oyer it and a T bandage applied tightly. This 
latter admonition is in order to control hemorrhage. 
The patient is then put to bed. Usually a hypoder- 
mic injection of morphine is given, and hot water as 
a drink if nausea supervenes. The nurse is directed 
to look after the kidneys and to draw the water if 
necessary. 

This dressing is not removed until the morning of 
the third day, when a purgative is administered, 
aided by an enema when a desire to go to stool is felt. 
The wound is now dressed after the manner of the 
first dressing; irrigation with bichloride solution 
1-6000, iodoform gauze, cotton and T bandage. This 
is repeated every day. If the wound shows any dis- 
position to sluggishness, I order it to be syringed 
daily for several days with Marchand's peroxide of 
hydrogen. We must never neglect at each dressing, 
• to be on the alert for ** pockets " or the extension of 
some sinus. Whenever or wherever found, they must 
be divided. 

I consider the after attention of these wounds to 
be as important as the operation itself, and the sur- 
geon who hopes to get perfect results when trusting 
the after treatment of fistula to second hands, will be 
often mistaken. Under the plan of treatment as 
mapped out here, I believe the great majority of cases 
of fistula can be radically cured. I am equally sure 
that if these details are not followed, the majority of 
them would not be cured, and I will add in conclusion 
that by this plan of treatment the largest wounds will 
be made to heal without a drop of pus. 

PUERPERAL PEVER. 



By William R, Pbyob, M.D., 

Lecturer in Gynecology at the Neu> York PdyeUnte, ViHHng 

Oyneeologist to 8t, Blieabeth Boepital. 

This clinical designation for a complexity of lesions 
is rather unscientific, but yet convenient. By the 
profession at large the term puerperal fever is applied 
to cases occurring about full term, merely because 
the disease is then most frequently seen. 
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(3tm«M.— Auto-infection is only possible when the 
woman is already infected in some other part of her 
body by pyogenic germs. So rare indeed is this that 
the i)0Btalate is proper : that every case of puerperal 
fever is due to infection which enters the system per 
vaginam. If we assume this to be tme^ we stand on 
ground from which a clear field of vision is possible. 
The cansatiye pyogenic germs present in eyerycase of 
puerperal fever are to be found naturally in nearly 
every healthy vagina^ in about half of the normal 
oerrioal canals^ but never in the healthy endometriam. 
The internal os seems to be the limit of their exten- 
sion in nature. It appears that breaks in the uterine 
tissue above the internal os and the placental site, 
oonstitnte propitious culture-fields for septic germs. 
Tears in the cervix and perineum are not much sub- 
ject to septic changes of marked degree, and systemic 
infection from such lesions is rare. In normal un- 
touched cases the placental site could with difficulty 
become infected. But when attached low down, as 
in placenta praovia, infection is exceedingly common. 
80y too, manipulations and examinations which ex- 
tend beyond the os internum act as carriers of the 
germSy and often at the same time bruise the tissnes. 
When infection has occurred, pyogenic germs are 
firmly implanted hours before the appearance of the 
first symptom. The germs invade the periuterine 
tissues in two ways : by direct tissue extension 
through the tubes ; but in the vast majority of cases 
and most rapidly by means of the uterine lymphatics. 
Hence, in holding an autopsy on a fatal case of puer- 
peral fever, we find the uterus sloughing, with 
numerous foci of pus in its walls, the placental site 
often gangrenous, the broad ligaments riddled with 
more or less extensive pockets of pus, free pus in the 
abdomen with lymph and serum, adherent guts, and 
often enormously enlarged lymphatics extending to 
the diaphragm and loaded with pus, with an occa- 
sional pus tube and a fairly frequent ovarian suppura- 
tion. The reason pyosalpinx is not more frequent is 
found in the natural closure of the uterine end of the 
Fallopian tubes by the pregnancy. The point I most 
wish to insist upon is that the sequence of pathological 
dianges is as follows : a septic endometritis, metritis, 
pelvic lymphangitis and peritonitis, with general sys- 
temic infection. These are the chief lesions. The 
tnbal and ovarian involvement is insignificant in the 
production of immediate serious results. I only wish 
I could here reprint the grand article of Leopold and 
the work of Gruveilhier in full; the one showing the 
anatomical reasons for the pathological occurrences 
80 beautifully depicted by the other. 

The prevention of puerperal fever cannot be treated 
of m this short article. The disease will occur some- 
times despite the utmost care, and the great question 



with us all is what to do when brought face to face 
with this most frightful curse of our civilization. 

Ih^eatment. — It is not the specialist who first sees 
these cases, but the family physician. Upon his shoul- 
ders falls the responsibility of treatment at the time 
when interference does most good. If the stomach be 
in good condition, I give quinine sulphate, grs. v, q. 1. 
h. ad four doses, to eliminate any malarial element 
which so often clouds our diagnosis. If the stomach 
be irritable, thirty grains may be given in tartaric 
acid solution by the rectum. I do not wait for the 
drug to act, but at once begin the local attack on the 
disease. After cleansing the genitalia, my hands and 
the catheter, I introduce into the uterus a linen 
catheter. No. 16, and wash out the uterus with quarts 
of a solution of bichloride of mercury 1-4000, at a 
temperature of 110^ F. After this I always wash 
away the mercury solution with boiled water to which 
has been added table salt, a heaping teaspoonf ul to the 
quart of water. If the case has been seen within a 
few hours after the onset of symptoms this one douche 
will often suffice. But if the temperature does not 
fall in two hours I advise a continuous irrigation. 
ThicT is accomplished by introducing into the uterus 
a catheter and allowing to flow through it continu- 
oasly, warm saturated solution of boracic acid or 
boiled salt solution. The catheter should first be 
boiled, and is readily introduced with the finger as a 
guide, the patient being on her back. The catheter 
must be fastened to the pubes by means of rubber 
plaster, This continuous irrigation can be arranged 
by the physician, and left in charge of any intelligent 
person to keep the bucket full. The syphon action 
is employed, the bucket holding the solution being 
above the bed. Double current catheters are not 
necessary, as the cervical canal is always well open. 
Many patients either die or have a complicated con- 
valescence because the washing is done every few 
hours. The irrigation should be kept up for some 
hours after the temperature falls, and should be fol- 
lowed by bccasional intra-uterine douches of bichloride 
1-6000 or even 1-10,000, for some days, or until shreds 
of tissue cease to appear in the washings. After this 
a pencil of iodoform, grs. xx, may be introduced into 
the uterus and the patient let alone. There is abso- 
lutely no risk of water entering the tubes. Painting 
the endometrium with carbolic acid, swabbing it with 
cotton, and occasional washings are to be condemned 
as insufficient and time wasting. 

If the case be seen late, or if the continuous irriga- 
tion persisted in for twelve hours fails to subdue the 
symptoms, what is to be done ? From so many quar- 
ters has laparotomy been advocated for the relief of 
puerperal fever that I must say something against it, 
although I intended to discus in this paper only those 
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measures which have giyen me the best results. So 
trivial a factor is infection of the tubes and ovaries in 
puerperal fever, that it is rash and almost criminal to 
perform a section for their removal to cure puerperal 
sepsis. All women who have puerperal fever do not 
die, only about a quarter. That twenty-five per cent* 
will die anyway if salpingo-oophorectomy be per- 
formed. And added to the common mortality of the 
disease must be that of the operation. It is my 
belief that laparotomy for the removal of the adnexa 
during puerperal fever has a mortality of at least 
forty-five per cent. And when there exists general 
purulent peritonitis post-partum, I believe the rate 
of mortality is one hundred per cent. 

Laparotomy done here removes organs but little 
diseased and not factors in the causation of the 
trouble. It leaves behind the rotten septic uterus. 
It would be about as rational to lance an axillary ab- 
scess to relieve a phlegmon of the hand^ or open a 
bubo and expect that to check the causative gonor- 
rhoea. If a man can see pelvic infiammations only in 
the light of their results, and is irresistibly impelled 
to do a laparotomy in these cases of puerperal fever, 
he should remove the whole organ. 

In a number of articles, and before the New York 
Academy of Medicine, I have advocated another 
operation for the relief of these cases. If the contin- 
uous irrigation fails, or if the case be seen after the 
symptoms have persisted for a day, no matter how 
grave the symptoms, I curette the uterus and pack it 
with some absorbent dressing. The infection is too 
deep seated to be touched by the washings or appli- 
cations, and the organ must be treated as any other 
septic discharging sloughing cavity. The system 
with healthy emunctories can eliminate a profound 
degree of infection, provided the supply be cut short 
before the viscera become involved. Purgation to a 
limited extent by salines is demanded. Diuresis is 
always present if the kidneys be normal, and is a 
great help to us. Therefore, if we can prevent the 
uterus acting as a further source of sepsis, we will 
limit the lesions following the infection. Curetting 
will not remove pus from the broad ligaments, lym- 
phatics or elsewhere. But it certainly tends to limit 
the infection by attacking the causative focus, and 
thereby gives the body a possible chance to protect 
itself by the process of encapsulation, against the 
damages already done. Curetting the nterns for 
puerperal fever is offered as a generally curative pro- 
cedure when irrigation fails, and as a substitute for 
a useless and generally fatal laparotomy. The opera- 
tion requires but few instruments. A short-billed 
wide Sims speculum, a fairly stiff catheter, a sharp 
curette, a pair of stout American bullet forceps, long 
dressing forceps, Hunter's sound and a syringe. The 



patient is in the lithotomy posture, and under ether 
if possible. The hair on the genitals should be cut 
short and the privates and vagina scrubbed with soap, 
nail brush, and bichloride. A few boiled towels at 
hand and five yards of iodoform gauze (5 per cent.). 
All instruments should be boiled, and the operator 
and assistants prepared by nail-brush, soap and 
bichloride. The object is to do a clean operation in 
a clean field. The speculum is used to depress fche 
perineum, and the anterior lip of the cervix is seized 
well into sound tissue by the bullet forceps and pulled 
down. The catheter is Introduced into the uterus 
and the cavity irrigated with bichloride 1--5000. I 
then curette the whole inside of the organ, working 
on a system by beginning at one comu and going all 
around the cavity. The fundus is the hard part to 
get at and requires a lateral sweep of the instrument 
When I have gone over the whole endometrium, I 
wash out with the same solution, and again carefully 
go over the inside of the uterus with the curette. 
This scraping and washing I repeat until I have got- 
ten down to firm uterine tissue. It is the only way 
the sloughing septic endometrium can be removed. 
The danger of the curetting lies in the use of a small 
instrument and introducing it too roughly to the 
fundus with a poking motion. There are apt to be 
soft spots through which the instrument may be 
thrust. When the organ has been sufSciently curetted 
and washed out, the parts over which the fluid has 
flowed should be protected by bichloridized towek, 
and the operator's hands again cleansed before he 
takes up the dressing. This may be iodoform gauze 
5%, or plain mull or lamp wicking. The two latter 
should be boiled before using. Whatever is used 
should be wrung out in bichloride solution 1-^000. 
Some skill is required to introduce the gauze properly. 
It should be cut into one long strip about one inch 
wide and four layers thick. But this must be deter- 
mined by the patency of the cervical canal. It must 
be packed into the uterus as tightly as possible, suffi- 
ciently so to come into apposition with every part of 
the uterine wall and exercise some pressure. The 
end is left projecting from the cervix, and the vagina 
fairly well filled with the same material. These cases 
require to have the dressing changed the momeut it 
gets soaked through. This will vary from a few hours 
to nearly three days. Whenever the dressing is 
changed, the same care should be taken and the same 
scrupulous cleanliness and irrigation carried out before 
fresh gauze is introduced. My first operation of this 
character was done in 1887, on a case of placenta 
prsBvia which became infected. Since then I have 
done the operation in cases of the most acute infec- 
tion following labour and abortion very many times.^ 
I have never lost a single case so operated upon. 
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The object of this paper is to present to the man 
who 8668 mo8t of theso cases two methods of procedure 
which he can handle perfectly well. Very seldom 
will he have to resort to the curetting if he is able to 
use the irrigation in a few hours after the infection 
begins. The exhibition of pharmaceutical knowledge 
and material, other than the quinia for the purpose 
stated^ is to be deprecated. Laparotomy is not to be 
for a moment considered. This paper is written also 
SB a protest against the recent teachings that where 
appbcations of caustics and antiseptics fail to cure 
puerperal f eyer, abdominal section is to be performed. 
I know of nothing more unscientific and yicious. 
Every autopsy shows the folly of it. When irrigation 
and curetting fail to check the infection, I believe the 
disease is so disseminated that it is utterly impossible 
by laparotomy to reach even a small proportion of the 
purulent foci. Such cases resolve into a struggle 
between the vital forces and disease, and call for a 
supporting treatment rather than narcosis and a 
laparotomy which will rob the woman of what small 
chances of recovery she may have. 

The general practitioner first sees these cases, and 
into his hands are placed two measures which will 
cure nearly all cases of puerperal fever if used in time. 
Both of them are harmless when employed with even 
ordinary skill. 

For myself, when I see a case of puerperal fever 
early, I feel that the fight is not so much to save the 
woman's life, as that I may be able to spare her those 
gross pathological changes in adnexa and })elvic peri- 
toneum which may necessitate a future laparotomy. 

My parting word on this subject is never use 
morphia for the pain. It is a little cruel sometimes, 
bat its use only thwarts us. 

If the physician will look upon the hjrperpyrezia 
as but a symptom and not a condition, he will avoid 
the cold pack and all antipyretics. I look upon it as 
anfortunate when the patient is given antipyretics ; 
for the reduction in temperature they produce, only 
prevents an accurate estimate of the benefit that is 
being derived from the local treatment. 



SOME CONSIDEBATIONS ON THE TREATMENT OF 

OUTANEOnS MALIGNANT EPITHELIOMATA 

(OANOEBS). 



By a. R. Robinson, M.B., 

^Tcfesaor of Dermatoloffy in the New York Polydinie, Attend- 
ing Physician to the New York Cancer Hospital, etc. 



It is not my intention in this paper to discuss the 
etiology of cancer, as at present I could add nothing 
definite to an elucidation of this most interesting and 
important subject, although much time has been 



devoted to it, and when the experiments and studies 
are more complete the question will receive attention 
in a later article. As far as the sulg'ect of the present 
paper is concerned, the views I shall advance con- 
cerning the methods of treatment will, from a practical 
standpoint, hold good whether the view of Gohnheim 
— the theory of origin from embryonic rudiments — 
or the parasitic, or the neurotic, or that of diminished 
physiological resistance power of the sub-epithelial 
tissues against rebellious proliferating epithelium be 
correct ; for if the disease be caused by an organism, 
and the organism continues to act upon the epithe- 
lium and cause its continuous proliferation after it 
has invaded foreign territory, it must reside within 
the epithelial cells, as will be seen when we come to 
consider the origin of the secondary tumors ; or if 
Cohnheim's theory be correct, the newly formed cells 
already possess the ability and predisposition to mul- 
tiply; or if the disease consists in the invasion of 
foreign territory in consequence of diminished resist- 
ing power in the latter, the epithelial cells would 
still be the offending agent; consequently, which- 
ever of these theories be correct, the complete destruc- 
tion or removal of the morbid epithelium would be 
equivalent to a removal of the disease. I might here 
remark, and for reasons which will be given at another 
time, that I do not believe that the theory of Cohn- 
heim will account for the local and general infective 
character of malignant new growths, whether epithe- 
liomatous or sarcomatous. 

In this paper I shall make use of the term *'malig. 
nant epitheliomatous new growth,*' as synonymous 
with carcinomatous, whether the new growth pro- 
ceed from the cutaneous surface, or from a gland 
structure. 

For the elucidation of my views it will be of advant. 
age if we compare the manner of growth in simple 
tissue tumors with that in carcinomatous new growths. 
(I prefer the term ** new growth *' to that of tumor 
as I do not believe that either carcinoma or infective 
sarcomata are to be regarded as examples of tumors 
proper on account of their mode of origin and clinical 
course ; but to avoid too frequent repetition of a 
word, will use both terms in the same sense.) 

I think it will be admitted by most histologists 
that the view of Cohnheim as to the origin of the sim- 
ple tissue tumors, lipoma, chondroma, etc., from 
embryonic rudiments, is the probably correct one, 
and that such tumors never arise except in an indirect 
manner, as the result of an injury to a part. These 
simple tissue tumors increase in size by continuous 
multiplication of cells derived from the embryonic 
rudiments, and as the tumor increases in size by 
centric growth the tissues of the part in which it is 
situated are pressed upon, until, finally, the com- 
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pressed tissue adjacent to the new growth, is arranged 
as a more or less well-marked capsule, within which 
capsule all the tumor is contained. There is no infil- 
tration of the tissue outside the capsule, no peripheral 
extension growth, consequently, an operation which 
results in removing all the tissue within such a cap- 
sule, is equivalent to a complete removal of the tumor, 
and as the capsule is usually makroscopically easily 
recognized, the question of the extent of incision 
necessary in a given case is easily settled. 

When, however, we compare the method of growth 
and extension of cancer, it will be easily seen that 
the limit of tumor invasion cannot be easily recog- 
nized, or even conjectured, and that, whilst re- 
moval of all the pathological tissue in either case 
would be tantamount to a permanent cure, yet the 
question as to the manner of removal may require-to 
be decided differently in the two cases; in other 
words, it does not follow either from the manner of 
origin or mode of extension that carcinoma should be 
treated in the same manner as a simple tissue tumor, 
and when situated upon the cutaneous surface, for 
instance, be removed by the knife as the best method 
of treatment. 

Let us consider the manner in which a carcinoma- 
tous new growth extends at the seat of a primary 
lesion. In Pig. 1, copied from Waldeyer, is shown 
the manner of extension in cases of carcinoma of the 
mammary gland, and this method holds true for can- 
cer in any location. 

Fio. ST; 



Fig. 1. — An acinus of a mammary gland showing growth of 
cancer and infihration of the surrounding tissue (after Wal- 
deyer). a, cavity of acinus with proliferation of glandular 
epithelium ; b, pathological epithelium traveUing along the 
lymph spaces and infiltrating the tissues. 

The drawing represents a terminal acinus of the 
mammary gland where the epithelium is not arranged 



in a normal mtoner along the basement membrane, 
but in an irregular manner, and having undergone 
proliferation, fills up the greater part of the lumen. 
The basement membrane of the acinus at its blind 
extremity has disappeared and the proliferating 
epithelium has invaded the neighboring tissue. The 
changes occur in the following order : first, there is a 
proliferation of the glandular epithelium, then de- 
struction of the basement membrane, and finally, 
infiltration of the surrounding tissue by way of tht. 



a 
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Fig. 2 — Section of tissue from a case of carcinoma of th« 
mammary gland, a, cancer tissue from apparent margin ot 
tumor ; b, fatty tissue throughout entire drawing ; e, dilated 
capUlaries containing excess of corpuscles ; d, an isolated 
group of cancer epithelium. 

lymph channels. The nearer the gland the larger the 
columns of invading epithelium, whilst at the peri- 
phery, the infiltrating cells may appear as isolated 
epithelial elements or columns of epithelium arranged 
in single file. This drawing shows how the epithelium 
infiltrates the connective tissue, travelling along the 
lymph spaces at first, and in the most gradual manner 
losing itself in the healthy tissue, the foremost of 
these malignant infiltrating elements being of neces- 
sity a single epithelial cell, and a whole column may 
consist of single cells arranged in file, as shown in this 
figure and in Figure 6. The new elements in their 
earliest stage resemble embryonic elements and can- 
not always be diagnosed with the microscope from 
such bodies ; they furthermore, like these, can per- 
form amoeboid movements and travel from one part 
to another. The tumor, therefore, spreads not by 
centric growth, giving a sharp margin easily recog- 
nized, but by growth at the periphery, and by an in- 
filtration of the tissue to an extent not recognizable by 
feel or unaided sight. So insinuatingly and so soUtary 
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in their arrangement do these epithelia sometimes 
travel in the lymph spaces that even a microscopical 
examination of the tissue beyond the area of excision, 
in a mammary cancer for instance, may fail to detect 
them, and yet the subsequent history of the case, a so- 
called recurrence, leaves no doubt of their having 
been present. 

To show how this epithelium can travel and locate 
at a distance from the tumor mass, I have drawn in 
Fig. 2 the condition in a carcinoma of the breast, 
operated upon with the knife by myself seven years 
ago. 

The tumor mass wa9 not larger than a small hen- 
egg and appeared to be very sharply limited, yet this 
drawing shows that pathological epithelium was 
present in the periglandular fat tissue at a considera- 
ble distance from what appeared to the feel and naked 
eye as the limit of the tumor. Fortunately, a large 
amount of tissue was removed, as much as if the 



examination with the microscope showed a fewepithe* 
lia close to the line of incision, and the subsequent 
history of the case, a recurrence within six months, 
showed that the incision was not in absolutely healthy 
tissue. Subsequently, the case was treated by caustica 
with a more satisfactory result. 

The elevated margin ceased at /, but there was 
some slight enlargement of several papillae beyond 
that, as also a disturbance in the circulatory system 
beyond/, mild inflammatory changes, not shown in 
the figure, as the object of the drawing is to show 
that, although the process seemed to end abruptly at 
/, yet microscopically it did not, as pathological 
epithelium was found within the corium much beyond 
that point, and in reality they extended into the sup- 
posed healthy tissue beyond the place of incision at b, 
as the disease reappeared within a few months. 

In Fig. 4, is represented under a higher power an 
ordinary epithelioma of the nose in which the infiltra- 



Fig. 3. — Section of a cutaneous epithelioma, from the gluteal region, under a low power, a, corneous layer; b, 
normal reie; e, corium; d, hypertrophied rete (epitheliomatous); e, hair follicle orifice area; /, apparent limit of morbid 
proeefls ; g, excretory sweat duct; A, sweat gland coil. 



tumor had been many times as large, and there has 
been no recurrence of the disease. No epithelium 
was found in the area between a and b, but individual 
cells, perhaps, were there and not recognizable. This 
drawing shows, as does also Fig. 1, that very early in 
the disease the infiltration has very likely extended to 
an unexpected distance into the surrounding tissues. 
We find the same method of extension in cutaneous 
cancer, that same infiltration into areas not yet micro- 
scopically affeqted. In Fig. 3, is shown under a low 
power, a section of an epithelioma of the gluteal 
region which had grown very slowly, and showed no 
secondary infection of lymphatic glands, although at 
the time it was removed by the knife, it was about 
six inches in length. The elevated margin was very 
sharply limited and not more than half an inch in 
diameter. The surgeon who operated, cut about one 
inch outside of the margin with the object of remov- 
ing all of the pathological tissue, but subsequent 



tion into the corium and the secondary inflammatory 
round-celled infiltration are well marked. The section 
is from a central part of the tumor and does not show 
the extent of infiltration at the periphery, but only 
the manner in which the process extends. 

In the so-called rodent ulcer, a variety in my opin- 
ion of epithelioma, the extension of the disease is very 
slow indeed, and in such a case one would naturally 
suppose that the infiltration beyond the apparent 
margin of the growth would extend to only a very 
short distance. Examinations of sections of these 
new growths, however, have shown the same insidi- 
ous infiltration in the form of round columns of 
epithelium, or epithelia in varying numbers in sin- 
gle file, pushing their way within the lymph spaces, or 
as isolated epithelial elements, advanced pickets, from 
which groups form later. In Fig. 5, is represented a 
section of the peripheral portion of such a rodent 
ulcer, and the similarity of mode and manner of 
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extending as that taking place in the tumor repre- 
sented in Fig. 1, is quite striking. 

The increase of the tumor by continuous growth of 
the peripheral cells and infiltration of the surround- 
ing tissue^ not en masse but gradually, and without 



Fig. 4. — Section from an epithelioma of the nose, a, corneous layer; 5, rete; e, papills 
of coriam; d, growth downward from the rete; e, inflammatory round-Kselled infiltrated 
corium. 

order, in an irregular manner as regards the line of 
limitation, produces a condition entirely different 
from that produced by centric growth, as occurs in 
the simple tissue tumors. The cells in this disease 
proliferate more slowly than in mammary cancer, or 
ordinary epithelioma, consequently the columnar form 
of arrangement is usually well marked, but the ad- 
vanced picket arrangement as seen at c, shows an 



extension whose limit is only to be recognized by 
microscopical examination. 

In Fig. 6 is shown, under a higher power, a single 
file of epithelia extending in an, as yet, almost nor. 
mal connectire tissue area. 

The lower portion of this 
column represents the most 
peripheral lying cells, and the 
last epithelium figured, the 
most advanced one, appears 
as a nuclear body with un- 
doubted locomotion power 
and predisposition for farther 
invasion of the tissues. 

In Fig. 7, also from a case 
of rodent ulcer, the epitheli- 
um has penetrated the sar- 
colemma and is causing de- 
generation of the muscle fibre. 
At a the epithelinm has 
penetrated the sarcolemma 
and later would cause de- 
generation, either simple atro- 
phy or fatty degeneration of 
the muscle fibre. 

At by the degeneration of 
the fibre is almost complete. 
There is, it seems, a marked 
tendency in some cases of cancer to this infiltration 
of the muscular structures, depending, no doubt, 
upon the arrangement of the lymphatic vessels and 
the comparatively slight resistance to invasion of that 
area. 




f— . 



Fig. 5. — Seetion of the peripheral portion of a rodent ulcer, 
showing manner of infiltration of the connective tissue, a, 
columns of epithelium lying in lymph channels ; b, small 
celled infiltration (infiammatory); c, a small group of epithe. 
lia 



Fig. 6. — Drawing showing epithelial infiltration, the oellff 
being arranged as a continuous row composed of single cells. 

2 In some cases of mammary cancer the so-called 
recurrence of the disease after operation appears as an 
irregular infiltration into the sub-epidermal tissues of 

f the thorax which, when extensive, produces the con- 
dition known as cancer eii cuirasse of Velpeau. A 
study of the manner in which the infiltration spreads 
shows that it does not differ from that in other forms 
of cancer, there is the same travelling through the 
lymph channels, the connective tissue, when first 
invaded, being normal, and, later undergoing various 
degrees of inflammation from as yet undecided factors; 
but at no time do the connective tissue corpuscles or 
the fixed elements of any tissue invaded take on such 
processes as result in the formation of elements hav- 
ing the character or vital properties of the epitheliuia 
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deiiTed from the epithelium of the primary seat of 
the new growth. This statement of the origin of all 
the pathological epithelium in cancer is opposed to 
the yiews of some observers, but in my opinion is so 
correct that any discussion of the question in this 
paper is unnecessary. 



Fig. 7. — Invasion of striated muscle fibres by epithelial cells 
in a case of rodent nicer, a, cancer epithelium; 6, cancer 
epithelium; <;, inflammatory round-celled infiltration of the 
connective tissue. 

In Fig. 8 is shown a section of a secondary nodule 
of the skin in a case of cancer en cuirasse following 
operation for the removal of a mammary gland for 
cancer. The infiltration into the skin and subcutan- 
eous tissue without any appreciable nutritive changes 
^n these tissues, is well shown by the absence of all 
signs of inflammation in the connective tissue, and 
although pathological epithelia are present in large 
numbers close to the epidermis, yet the epithelia of 
the latter do not undergo proliferation ; they would, 
however, have undergone a destructive degeneration 
at a later stage. 

This drawing, like some of the others, shows the 
manner of extension through the lymph channels and 
the small size of some of the cell groups, whilst the 
normal condition of the connective tissue and corpus- 
cles shows that the latter have taken no part in the 
production of the pathological epithelium. 

From a consideration of the above described methods 
of growth and extension in malignant epitheliomatous 
tamors we leum that in any given case, even in the 
Tery early stages, there is no capsule enclosing all the 
pathological epithelinm^ and no well marked limit to 
the infiltration ; but that the periphery — the limit of 
infiltration — is an uncertain, an irregularly defined 
one, and always extends much ^yond the makros- 
copical one, except in the possible case of the disease 
of the mammary gland being recognized before the 
hasement membrane of an acinus has been broken 
through. 

In secondary tumors the results of microscopical 
examinations, as well as a study of the characters and 



Fig. 8.— Section of a secondary nodnle of the skin in a case 
of cancer en cuirasse. a, normal rete; b, cancer cells in a 
papilla; e, group of cancer cells from which some have fallen 
out in preparing section; d, corium; e, space from which cells 
have fallen out. 

tendencies of the epithelium, as regards form, arrange- 
ment, and chemical changes, make^ it altogether 
probable, if not certain, that the epithelium of the 
secondary tumor has its origin from the epithelium of 
the primary tumor by a direct travelling through the 
lymph channels of solid bodies, the products of the 
epithelial proliferation at the primary seat, these 
bodies and their progeny naturally having the ability 
to continuously multiply, and thus form the mass 
composing the epithelium of the secondary tumor; 
the liver epithelium, for instance, does not seem ever 
to assist in the formation of the tumor epithelium, 
but to undergo only a degeneration, a circumstance 
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which seems to argue against the parasitic theory ; 
for, as there can be a primary cancer of the liver, the 
liyer epithelinm should be favorable ground for an 
organism and hence, should it be invaded by a cancer 
organism, would probably take an active part in the 
pathological process and undergo active proliferation, 
instead of degeneration. If it be true that the 
secondary tumor arises in .the manner above described, 
then in the tissues lying between the primary and 
secondary tumors pathological epithelium must exist. 
Thus, in mammary cancer with secondary infection 
of the lymphatic glands in the axilla, the lymph 
channels in the area between these two tumors must 
contain a greater or less number of cancer epithelia, 
the non-removal or non-destruction of which, even 
when the axillary glands as well as mammary gland are 
removed^ must be followed by a continuation of the 
disease^ and it is evident from clinical history of 
operated cases that probably a single epithelial cell 
may be sufficient for the nucleus of a recurrence. 

Treatment. — Admitting then the correctness of the 
view stated above as to the origin of the primary 
tumor and of the secondary tumor, the object of 
treatment in every case where it is possible, should be 
the removal or destruction of all the pathological 
epithelium wherever situated, whether at the primary 
seat, the secondary seat, or the intervening area. 

If cancer is a parasitic disease, we may hope some 
day to find an agent — a drug administered or applied 
in some manner that will kill the organism, or make 
the ground unfavorable for its existence. At present 
the question is unsettled, and thus far, empirically or 
experimentally, no drug has been found to accomplish 
that result, and for the present, at least, surgical 
means are the only ones we possess for the removal of 
the growth; and the comparative value of the different 
surgical means usually employed will now be con- 
sidered. 

In the simple tissue tumors the new growth when 
favorably situated can always with certainty be 
removed by excision. 

In cancer, we find, however, that there is no limit- 
ing membrane, no definite guide as to the extent of 
the infiltration beyond the tumor mass, and herein 
lies the question of the method of operating in dif- 
ferent cases. 

Starting with the view that the method of removal 
that gives the best results, is that which removes with 
the greatest certainty all of the morbid epithelial 
tissue is the preferable one, even if the resulting de- 
formity or pain connected with the operation be greater 
than by other methods, and that of two methods of 
operation promising equal results, that causing least 
deformity and least pain should be employed, we will 
now discuss these methods. 



The means usually employed are operations by cut- 
ting instruments, electricity, curetting, curetting and 
caustics combined, and caustics alone. 

We will first consider the use of the knife, the cut- 
ting method, in a primary epithelioma. From a study 
of the mode of origin, the method of extension, and 
cause of recurrence, it is clear that if the surgeon 
makes his incision beyond the limit of epitheliiJ in- 
filtration there can be no recurrence of the disease. 
I use the term recurrence here in the usual sense of 
that word, but in reality a recurrence only happens 
when the second tumor formed does not depend upon 
epithelium from the seat of the first tumor. All other 
cases are examples not of recurrence but of a failure 
at the time of operation in removing all the cancer 
epithelium, and, consequently, after a variable period, 
depending partly upon the amount of this cancer 
epithelium not removed or destroyed, and partly upon 
the nutritive conditions, a mass makroscopically 
recognizable is observed. An epithelioma of the lip 
may recur after complete removal of a previous 
epithelioma of the same part, but in mammary can- 
cer, if the gland has been removed by operation, there 
is no gland epithelium left from which a true recur- 
rence could occur. 

Admitting then that if all the pathological epithe- 
linm is removed there can be no so-called recurrence, 
we have to consider under what conditions is the 
cutting operation the best method for its removal 
In the case of mammary cancer it must be admitted 
that one can with the knife remove at a single opera- 
tion, and without pain or special danger, a mass of 
tissue which could not be removed by other methods 
without causing much suffering, lasting for a con- 
siderable period. If the growth is a recent one and 
the operation is performed with due regard to the 
possible extent of the infiltration, an excellent result 
is to be expected. I have in mind several cases in 
my practice and in that of others, in which, after 
several years, there has been no sign of a recurrence. 
I have, however, also seen a considerable number of 
cases of not very advanced cancer where, from want 
of belief, probably, in the likelihood of distant slight 
infiltration, the parts appearing makroscopically 
healthy, a recurrence has taken place either from the 
base or along the scar margin within a few months 
time. About a month ago I applied a caustic paste 
to such a case, one that had been operated upon last 
October with recurrence along the line of incision. If 
the condition represented in Pig. 1 were borne in 
mind, and, furthermore, that there is great tendency 
in these cases of mammary cancer for the infiltration 
to pass into the pectoral fascia and between the 
muscle bundles, and also towards the cutaneous sur- 
face in the area of the nipple, and the operator would 
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cut wide of the nipple^ as wide as consistent with the 
bringing together of the flaps, and also remoye as much 
can be safely done of the deep parts, as well as of the 
fat tissue outside the gland, the tissue forming the 
mamma as a whole^ irrespective of the size of the 
cancer^ I am certain that recurrences would be much 
rarer than they are at present. As already stated, 
recurrences always show that some of the pathological 
epithelium has been left behind, and from the num- 
ber of these recurrences in even rather recent cases I 
am inclined to think that some of them are the result 
of not remoying all the tissue which could haye been 
removed consistent with the life of the patient, irre- 
spective of the resulting deformity or slow healing. 
In more advanced cases, where the axillary glands are 
affected^ the same principles hold true, the gland 
should not simply be ^^ shelled out,'^ but periglandu- 
lar tissue also should be removed or cauterized, and, 
from what has been previously stated, as much tissue 
as possible should be removed in the area through 
which run the lymph channels between the primary 
and secondary tumors ; for not to remove that, could 
have but one result — a recurrence of the growth. 
Whether after the operation the parts should be 
treated antiseptically in order to obtain, if possible, 
healing by first intention or not, will be touched upon 
later, when we have discussed the action of caustics. 
What can be accomplished by other means in mam- 
mary cancer will also be discussed later. 

There are some parts of the body subject to cancer 
where the knife seems, in my experience, to offer the 
greatest hope of cure. Upon the flexor surface of the 
forearm, near the wrist, an epithelioma sometimes 
develops, and is probably indirectly caused by the 
irritation from a shirt sleeve button. Unless seen 
very early these cases, in my experience, are difficult 
to handle with caustics, and, as a rule, amputation of 
the arm above the elbow is probably the best method 
of treatment. A local excision would not, I think, 
compare in value with caustics any better than 
in epithelioma of any cutaneous surface and this will 
be weighed directly. 

What is true of epithelioma of the forearm is also 
true of cancer of the penis and requires no further 
discussion. If small and favorably situated it can 
be removed by caustics or excision, if advanced, am- 
putation is the only resource. 

In epithelioma of the scrotum, a part from which 
it is usually possible to remove a large amount of 
tissue without injury to the patient, the knife will be 
the best agent in the majority of cases. 

On those parts of the skin where the general sur- 
face is flat, as on the forehead, prominent part of 
cheek, lips, back or front of neck — at situations 
where the collar button irritates the part, etc., it is 



not difficult to remove a considerable area of skin 
without producing deformity, but on some other 
parts, as when the cancer is situated upon the nose, 
and especially upon the al88, a frequent situation, it 
is not possible to remove, as a rule, the necessary 
amount of tissue without causing more or less mutila- 
tion, and if the disease can be removed equally well 
by other means which do not cause noticeable de- 
formity, the knife should not be used. I will 
endeavor directly, to show that other means are much 
to be preferred under these conditions, as well as in 
epithelioma in general of the cutaneous surface, with 
the exceptions already referred to. 

Having decided to operate with the knife upon a 
given cancer in a favorable situation, such as one 
upon the forehead, an epithelioma for instance of 
slow growth and makroscopically sharply limited, the 
usual procedure is to cut some distance beyond the 
makroscopical margin, and having removed a certain 
amount of tissue bring the edges of the wound to- 
gether and treat the part upon antiseptic principles. 
If the surgeon has removed all of the tumor, such 
a course must be a correct one, but practically, it is a 
fact that very frequently there is a recurrence of the 
disease after a few months or possibly a year, or even 
two years. 

I have already referred to a case of epithelioma of 
the gluteal region, a case operated upon by a surgeon 
of experience and ability, and in this case, with the 
special object of showing me that he would remove 
enough, the incision was unusually distant from the 
elevated margin, yet there was a recurrence of the 
disease within a few months. If a few scattering 
epithelia happen to be situated beyond the line of 
incision, what is the result when the wound is treated 
antiseptically ? The part heals by first intention ; 
there is no agent at work to injure the tissues, every 
cell, whether normal or pathological in the tissues, is 
uninjured and only a formative process occurs. If a 
single cancer cell is left, even at the margin of the 
wound, it is not destroyed, and during the formative 
process, a period during which a good supply of 
nutrition is brought to the part, this epithelial cell is 
placed in a specially favorable position for prolifera- 
tion. If the part were not treated antiseptically and 
suppuration followed and the cancer cells were situ- 
ated near the margin, the inflammatory process 
would probably destroy the pathological elements, 
and thus a result would be obtained equal to that 
obtained by a more extensive incision, whilst the 
wound would subsequently close by granulation tissue 
formation, leaving an insignificant scar ; or what I 
prefer in such cases of removal by the knife, is, 
immediately after cutting to touch the base and mar- 
gin with caustic potash, for instance, and then 
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bring the parts together and encourage the healing 
process by whatever means are advisable. If the 
wound be not treated antiseptically and pathological 
epithelia exist some little distance from the mar- 
gin, a slight inflammatory process preceding healing 
would probably not destroy them, and the part in 
which they reside would soon be in the condition 
known as condition of reaction after injury and the 
cells would, consequently, proliferate with increased 
rapidity, I haye, however^ occasionally seen a small 
superficial epithelioma destroyed by a mild inflamma- 
tory process alone. Unless, then, all of the patho- 
logical tissue be removed, the part in such cases 
should not be treated antiseptically, otherwise a 
recurrence is certain; but if the wound be cauterized 
with caustic potash, or chloride of zinc, or other 
strong caustic, so as to produce an intense inflamma- 
tion without causing necrosis en masse, all cancer 
cells within a considerable distance of the cut surface 
will be destroyed, and a recurrence less likely to 
occur, and also in this manner, as much pathological 
tissue would be removed as by a more extensive inci- 
sion. There are other points in this connection which 
will be discussed when considering the use of 
caustics. 

It would seem, then, that the advantages of excision, 
as regards extent of surface and depth of tumor in 
not very advanced cases, are, no pain, quick removal 
of the tumor, and rapid healing of the wound ; but to 
accomplish as much as can be done by caustics or by 
knife and caustics combined, more tissue must be 
removed than when these means are employed. 

If the tumor is situated upon an ala of the nose, 
and the growth be thoroughly removed by excision, 
the consequent deformity, in my opinion, is a serious 
objection to the operation, and it should not be 
resorted to when much superior methods can be 
employed. 

The use of electricity, except as a caustic, has not 
been shown to be a reliable agent, although it is possi- 
ble that new methods of employment may give 
better results than those already obtained. I have 
seen tumors diminish in size under the use of elec- 
tricity, but never a complete removal. With a gal- 
vano-cautery or a thermo-cautery, the tissues can be 
destroyed as well as with caustics, and without pain, 
if cocaine be first injected into the tissues. There 
are certain parts of the body where the method is 
sometimes advisable, as when the tumor is situated 
in the roof of the mouth, or close to the inner or 
outer canthus of the eye. It is not suitable, I think, 
for large or deeply seated tumors, and as it destroys 
equally normal and pathological tissues it is followed 
by more scarring than after the use of certain caustics. 
If it is used, the tumor mass should be thoroughly 
destroyed, and if that be not done at a single opera- 



tion, the second operation should not be delayed 
many days, lest the part get into the condition of 
reaction after injury. 

Scraping or curetting is often employed and has 
many advocates, but I think a little consideration of 
the subject will suflSce to show that the method 
should not be employed unless in very small and 
superficially seated tumors, and, even then, other 
methods, I believe, are more certain in their results. 
The operator, as a rule, scrapes away a less quantity 
of tissue than is removed by the knife, and, conse- 
quently, if the infiltration extends into the tissues in 
the manner I have endeavored to show in this paper, 
a considerable amount of epithelium must remain 
behind in the part. The pain is greater than in in- 
cision, and it also requires to be performed a number 
of times at intervals. The serious objection to this 
method in my mind, is that all of the pathological 
tissue cannot be removed in this way at a single sit- 
ting, and that in the intervals between the scraping 
operations, the part is in a condition of reaction after 
injury, there is more blood brought to the part, and 
the cancer cells will grow with much greater rapidity 
than if the part had not been operated upon, and as 
the lymph vessels become dilated there is a danger of 
rapid extension of the disease. Some writers main- 
tain that the operator can recognize when he reaches 
healthy tissue, but such has not been my experience, 
and a consideration of the microscopical character of 
the manner of spreading the tumor makes it difl&cult 
to understand how that is possible to do so. Practi- 
cally, I have had unsatisfactory results, and from 
cases which have occasionally come under my care, I 
am satisfied that other operators do not always fare 
better than I have done with the method. 

Prof. Vidal, of Paris, treats superficial epithelio- 
mata by scraping away all the soft tissue, and ceasing 
when considerable resistance to the instrument is 
encountered, the wound afterwards being treated 
night and morning with finely powdered chlorate of 
potash. If any of the morbid tissue is left the opera- 
tion is to be repeated. This method, I feel certain, 
should not be employed in any but very superficial 
tumors. 

Some advocate scraping and subsequent cauteriza- 
tion, but it would be better, I think, to excise what is 
usually scraped and then cauterize in the manner 
mentioned when discussing the use of the knife. 
Scraping and then cauterizing with nitrate of silver 
and other mild caustics should not be employed for 
reasons to be given later in the article. 

Caustics of various kinds have been used for many 
years for the removal of cancer both by the regular 
profession and by charlatans. Perhaps their employ- 
ment by the latter has interfered with the credit 
they deserve at the hands of the former, and it will 
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be my endeavor here to show that the use of certain 
caustic agents, judiciously and properly applied, is of 
the greatest service in the treatment of cutaneous 
cancers, and, in the majority of cases, far superior 
to the knife in securing their permanent removal 
with the least amount of deformity. The cynic who 
sneers at the use of caustics in any and every case, 
either has had no experience in their use, or his 
method of application has not been guided by any 
clear conception of the subject discussed in the first 
part of this paper. That charlatans use caustics does 
not prove they have no value, in fact many physicians 
throughout this country have informed me that of 
their own knowledge these charlatans have cured 
many cases of mammary and cutaneous cancers, with- 
out the use of the knife. If the members of the 
regular medical profession will carefully consider the 
views I am endeavoring to elucidate in this paper, and 
act accordingly, I am satisfied that examples of in- 
numerable cases of cancer which now remain untreated 
until it is too late for any operative method to be of 
much advantage, will be permanently removed, and 
thereby many lives saved from a slow and painful 
death; for it must be admitted that epithelioma, in 
its early stages too often does not receive proper care 
from the general physician. 

From what I have already written, it is clear that 
no caustic should be used that does not rapidly and 
effectually destroy, either directly or indirectly, the 
epitheliomatous tissue. The caustic agents which 
have been employed in this disease, are, particularly, 
nitrate of silver, nitric, sulphuric and hydrochloric 
acids, acid nitrate of mercury, carbolic^ and acetic 
acids, ethylate of sodium, arsenious acid, chloride of 
zinc, and caustic potash. 

With these caustic agents tissue can be destroyed 
to a greater or less extent with a greater or less degree 
of rapidity.' Some of them, as nitrate of silver, car- 
bolic acid, etc., act very slowly, and to a slight degree, 
whilst others, like caustic potash, penetrate the tis- 
sues quickly and cause rapid necrosis. 

The objections to some and the advantages of other 
of these caustics, will be best illustrated by the use of 
the accompanying diagram. 




Suppose we have to deal with an epithelioma of the 
skin, occupying, makroscopically, as large an area as 



that enclosed within the circle a. Outside this area 
and extending as far as i, microscopical examination 
will show that there is more or less circulatory dis- 
turbance and epitheliomatous tissue as an extending 
infiltration. The area lying between b and c may 
or may not contain cancer cells, and may show slight 
or no circulatory disturbance, whilst outside of e we 
will suppose that the tissue is perfectly normal. 
Now, if the tumor were to be removed with the 
knife, the operator rarely thinks of cutting beyond 
the circle b, and if the part is treated antiseptically, 
and there are cancer cells beyond that area, there will 
be a recurrence of the disease. If the incision is car- 
ried to c, there can be no recurrence if the incision 
has been carried deep enough. The resulting deform- 
ity will vary according to the extent of the incision 
and the location of the tumor. 

If one of the weak caustics is employed, nitrate of 
silver for instance, what is the effect upon the part F 
Only a portion of the tumor mass can be destroyed at 
one sitting, as the agent does not penetrate deeply, 
neither does it injure the tissue to any extent beyond 
the portion necrosed; there will be some infiamma- 
tion, which gradually loses itself in the surrounding 
skin, and after a few days disappears. Taking the 
drawing for illustration, the nitrate of silver destroys 
only a portion of the tumor lying within a. The 
rest of it, and some of that lying within b, will un- 
dergo slightly increased inflammatory changes, whilst 
a part within b and all within c will probably be 
unaffected. As the tissue of the tumor area soon 
recovers from the injury, the portion of the tissue 
outside of the necrosed area is then in the state 
known as condition of reaction after injury, there is 
more blood and nutriment brought to the part, the 
lymph channels are enlarged, and every condition is 
favorable for a more rapid proliferation and infiltra- 
tion of the epithelial cells than existed befoi-e the 
cauterization. Even if the part were cauterized 
every day, which could scarcely be done, the tissues 
between b and c would not be injured to any degree 
and there would be great danger of producing the 
condition favorable for the spread of the disease. If 
the above statements are correct, and practically, as 
well as theoretically, I have found them to be so, 
then the use of mild caustics leaves the patient in a 
worse condition than if the disease had not been 
interfered with. I have observed the bad effect of 
these cauterizations most frequently in cases of can- 
cer of the lip, usually on account of error in diagnosis, 
but the same result would of necessity follow wher- 
ever the disease be situated. How many cases of 
cancer of the cervix uteri must have been aggravated 
by the use of that omnipresent stick of silver nitrate? 
What holds true of nitrate of silver, holds true of all 
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other mild caustics — they do not destroy with suffi- 
cient rapidity, and consequently they indirectly favor 
the process of proliferation and infiltration. 

The mineral acids can be employed if the epithe- 
lioma is very small and superficially situated, but 
should not be used if the tumor is deeper seated, as 
other agents act with more certainty. I have never 
used the acid nitrate of mercury and think it only 
suitable for the same kind of cases as nitric acid. 

The three agents with which I have had the most 
experience and which have given me the best results, 
are caustic potash, chloride of zinc, and arsenious 
acid. 

Caustic potash quickly liquefies tissue, and with 
this agent one can at a single sitting destroy a large 
amount of tissue, and produce the following changes 
in the surrounding part Suppose the cancer is as large 
as the area within the circle a of Fig. 9, with a stick 
of caustic potash, all of this tissue can be destroyed, 
necrosed or liquified in a few minutes, at a single 
sitting. The action of the caustic, however, extends 
further than the part directly necrosed, and its use is 
followed by marked inflammatory changes in the sur- 
rounding parts^ all of the tissue lying within 2, will 
undergo an intense inflammatory process which may 
or may not lead to destruction of the tissue. If it is 
destroyed from the intensity of the inflammatory 
process, then there is a wound as large as that made 
by the knife. In that case the tissue outside of I 
and within c will be also much inflamed, and the 
inflammatory process will probably extend still further 
into the surrounding tissues. As there are probably 
epithelial cells in the area lying between b and c, they 
will be subjected to the inflammatory process, and as 
pathological tissue succumbs to this process more 
readily than normal tissue, these cells are likely to be 
destroyed by an inflammation of such an intensity as 
would still leave the tissue within which they reside 
in a condition of ability for restoration to a normal 
state. The degree of intensity of inflammation must, 
however, be considerable to destroy the morbid tissue. 
As the degree of inflammation will depend upon the 
vulnerability of the tissue, and the vulnerability upon 
the condition of nutrition, this condition depending 
upon the extent of the infiltration by the epithelial cells, 
and, as we have already noted that a circulatory dis- 
turbance is always present in cases where the epithe- 
lium has already penetrated the connective tissue, so 
the amount of infiammation following the use of the 
caustic is a valuable guide as to the extent and amount 
of the epithelial infiltration. If the tissue between a 
and J subsequently breaks down completely, it is 
because the infiltration was considerable in that part, 
and the tissue, consequently, was very vulnerable, 
and if the infiammation is rather intense between l 



and Cy it is probable that epithelial cells were present 
and had interfered somewhat with the nutrition of 
the part. Supposing such to be the result of the 
caustic and that all the tissues within h has been 
destroyed, the infiammatory process will destroy all 
the pathological epithelium within c and probably 
beyond that line ; that is, you accomplish with the 
potash a result equal to that to be obtained by the 
knife when the incision extends beyond r, at the 
sanle time the wound produced extends only to S. 

If the part within h is not destroyed but is much 
infiamed, the epithelium will be destroyed within 
that area, and even beyond, if any should exist, and 
in that case the caustic produces a small wound and 
gives better results than a more extensive removal of 
tissue with the knife would do. 

From these considerations I would maintain that 
in epitheliomatous tumors, during the earlier stages, 
and even when they are of considerable size, the use 
of caustic potash will give much better results as 
regards complete removal of the disease than can be 
obtained with the knife, provided the same area of 
tissue is destroyed or removed in both operations. 
But there is another point upon which I am pretty 
well satisfied, and that is, that from the use of the 
caustic potash, and some of the other caustics, there is 
formed in the tissues cauterized a tox-albumen which 
is destructive to the cancer cells, or organisms, if such 
exist. Perhaps it is the inflammatory process alone 
that gives such good results in the primary tumor, 
but when one sees enlarged lymph glands at a distance 
from the primary tumor diminish in size after the 
cauterization, as I have often seen, it is difficult to 
avoid the view that such an agent must be acting. 
Some of these glands may have only undergone sim- 
ple inflammatory enlargement, but others, I am satis- 
fied were cancerous. If this is true it may give a 
clue to future successful experiments, especially if 
the parasitic theory be the correct one. I would 
advise the use of caustic potash in all cases of small 
tumors situated upon the forehead, cheeks, lips, and 
some other parts of the body, but would not use it 
near the eye nor upon the alae of the nose, nor when 
the tumor is near an important blood vessel. In early 
epithelioma of the lip it is a valuable agent. I re- 
member about ten years ago a patient from Canada came 
under treatment for a superficial, but extensive epithe- 
lioma of the lower lip. The tumor was one inch in 
length and had existed several months. Other mem- 
bers of the family and several relatives had suffered 
from cancer, gland or cutiineous. This patient 
remained in New York only one week, during which 
time I cauterized the lip twice with the stick of caus- 
tic potash. As I was afterward informed, a thick 
scab was produced, which, after several days fell off, 
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leaving a raw dirty-looking sore^ which was dressed 
with a simple ointment and soon healed. I saw this 
patient last year and close examination failed to show 
a trace of epithelioma, or of scar tissae, or of any 
deformity. He gave up smoking a pipe at the time 
he was treated^ but has resumed the habit the last 
three or four years. I have treated other cases where 
the tnmor was deeper with equally good results, 
except, that as a rule, some cicatricial tissue formation, 
a scar remains to show the former seat of the disease. 
For small tumors, when you wish a positive result, 
with one sitting, the potash is probably the best agent 
to use. It is especially indicated in cases of papillo- 
matous epitheliomata. The objection to the caustic 
potash^ is, that it destroys normal tissue almost as 
easily as pathological, and consequently should not be 
used where it is important to save tissue, if we have 
an agent that will be more elective in its action. Its 
use is attended with much pain, but the patient could 
be anaesthetized or local injection of cocaine employed 
if necessary, so that is no disadvantage as compared 
with the knife. 

Chloride of zinc can be usede ither in stick form, 
or in solution, or in a past^. It does not destroy tissue 
80 rapidly as caustic potash, and it causes much more 
pain, which also lasts for a much longer period. It 
destroys both normal and pathological tissue, although 
I do not think with an equal degree of rapidity, and 
is a most valuable agent in the treatment of epithe- 
lioma . In all the cases mentioned as suitable for 
the use of the potash the zinc can also be employed, 
and, in the stick form, on account of its slower deli- 
quescence^ and the ability to use it as a pointed pen- 
cil or- arrow, it is much to be preferred to the former 
for some cases. In the form of arrows Maisoneuve used 
it in the treatment of mammary carcinoma, a path 
being made first with a bistoury and the arrow then 
inserted to the base of the tumor. As many arrows 
as seemed necessary to destroy the tumor were inserted 
at a certain distance from each other. Whilst I would 
not treat a primary cancer of the mammary gland in 
this way unless the patient absolutely refused removal 
with the knife, yet there are no reasons why the 
method should not be successful, and in recurrences, 
the use of the stick form enables one to destroy, with 
considerable precision, deeply seated masses of mor- 
bid tissue. In epithelioma of the roof of the mouth 
and in that of the lip, the stick can be used with 
good results. In those cancers of the lip with a ten- 
dency to the nodular form of tumor, the stick can be 
pushed to the base, and the part cauterized to any 
desired extent, or a piece of the zinc can be imbedded 
at the base and allowed to dissolve, the size of the 
piece depending upon the amount of necrosis desired. 
The stick is also used to cauterize the base of cutane- 



ous epitheliomata removed by the knife, or curette, 
and the wound left after removal of the mammary 
gland by excision. When the epithelioma is situated 
near the outer or inner cauthus of the eye, or even 
when the lid is attacked, a pointed stick can be used 
very effectively, and with safety. In such a case 
caustic potash, or a caustic in solution, or in paste 
form, is liable to cause too much inflammation of the 
eye and is not enough under the control of the 
operator. A solution of chloride of zinc, 60 per cent., 
with or without cocaine, can be used for touching the 
wound, after other operations, or injected with any 
desired portion of a tumor. The cases suitable for its 
employment easily suggest themselves to the physiciaii 
and further reference at this time is not necessary. 

A chloride of zinc paste is one of the best means 
we possess in the treatment of cutaneous epithelioma, 
and has also been strongly recommended for mam> 
maSty cancer. The formula usually employed is that 
known as Bougard's paste, and is as follows: 

9 



Faring tritici (wheat flour) 




AmyH 


aaji 


Acid, arsenios. pulv. 


gn. viij 


Hjdrarg. snlph. rub. 


Bii 


Ammon. mar. 


Sii 


Hydrarg. bichlor. corros. 


gtB, iv 


Zinci chlorid. cryst. 


5i 


Aqa» fervid. 


Si88 



The first six substances are finely ground and then 
mixed in a glass mortar. The chloride of zinc is 
dissolved in the boiling water and this solution 
slowly added to the powder, the contents of the mor- 
tar being kept rapidly moving with the pestle, until 
all the solution is added; then let it stand for about 
24 hours and the paste i$ ready for use. The paste 
is spread thickly on a piece of muslin and left upon 
the part about 24 hours. If the application has been 
successful all of the makroscopical cancer mass should 
appear to be necrosed completely, and the tissue be- 
yond inflamed in the manner already described as 
occurring after the use of caustic potash. As the paste 
does not act so quickly as the potash; in other words, 
as the tissue is able to resist its injurious action for a 
much longer period 'than is the case with the other 
agent ; and as pathological tissue succumbs easier 
than normal tissue, it is possible to remove an epithe- 
lioma by means of the paste with less deformity — by 
the production of a smaller open sore, than with the 
caustic potash. It is therefore, the more preferable 
agent if the epithelioma already occupies a considera- 
ble area. If the tumor is a small one, say the size of 
a pea or slightly larger, the resulting scar in either 
case is insigniflcant and both agents would give satis- 
factory results. By the slower forming inflammation 
from the zinc paste, the degree of inflammation can 



Digitized by 



Google 



190 



The Ixteekational Journal of Suegery. 



be better regulated than with potash, and epithelio- 
matous infiltration, if any exists, can be destroyed for 
a considerable distance beyond the area completely 
necrosed, without destroying beyond restitution the 
original tissue of the part. If the first application is 
not positively successful, a second application should 
be made within a few days, before the part has time 
to take on a formatiye process, for reasons already 
giyen. A large surface can be treated at a single sit- 
ting with this paste, as there is no danger of poison- 
ing; but as it produces very great pain, the patient's 
ieelings must sometimes be taken into consideration. 
If the affected area is already large, it is advisable to 
destroy first that part encroaching on important or- 
gans, and subsequently apply the paste to the remain- 
ing part. This paste can be used in all the forms of 
cutaneous epithelioma and in all stages; but the 
«tick of zinc is preferable for some locations, as 
already stated. The only objections to the pslste are, 
the great pain it causes, more in my experience than 
caustic potash, and much more than an arsenious acid 
paste, but the experience of some observers on this 
point do not agree with mine ; and also that it is not 
as elective in its action as arsenious acid or pyrogallic 
acid. The pain, perhaps, can be modified by adding 
cocaine to the mixture, or injecting this into the tis- 
sues, and, when possible, localizing its action for the 
24 hours during which the caustic is attacking the 
tissues. It is a good application for the papiUoma- 
tous form of epithelioma, but in the distinctly epithe- 
lial form — a fiat epithelioma for instance — I have 
found an arsenious acid paste more satisfactory. If 
the epidermis over the tumor has not broken down, 
it is better to liquify it with caustic potash before 
applying the paste. If the physician is satisfied that 
sufficient tissue has been destroyed by the paste, the 
resulting sore may be treated by a simple indifferent 
protective salve, or by an antiseptic dressing. If the 
loss of tissue is considerable, it is better, I think, to 
have the sore heal slowly, so as to have considerable 
^anulation tissue formed, in order that the resulting 
deformity be as slight as possible. A little exuberant 
granulation tissue formation, with its subsequent nor- 
mal contraction, gives the best I'esult. There can be 
no question among those who have treated many 
cases of cutaneous epithelioma that the use of Bou. 
gard's paste is a decided advance over the use of the 
knife, with the few exceptions, as regards locality, 
mentioned when discussing the cutting operation. 
The resulting scar in small tumors, is unapprecia- 
ble, and even when a large area is affected the deform- 
ity after cure is not great. The great advantage, 
however, is, that if well treated the disease is not liable 
to return. 



In the use of arsenious acid in the form of a jiaste, 
Marsden's paste, we have an agent that in a certain 
class of cases has given me the best results I have 
obtained, and in the last eighteen years I have had 
considerable experience and have paid particular 
attention to every case, as I have been deeply .inter- 
ested in the subject. Marsden's paste consists of 
equal parts, by weight, of arsenious acid and powdered 
acacia, rubbed well together, and enough water is 
added to make a paste about the consistence of butter. 
The paste must be freshly made each time it is used. 
It is spread upon muslin or rubber plaster in a layer 
about one-quarter of an inch thick, and firmly applied 
to the part. Marsden advises that it be not applied 
at one time, to a larger area than one square inch ; 
but I have applied it to very much larger surfaces 
and have never seen any injurious effects. It is not 
suitable for cancer of the lip, or of mucous mem* 
branes, on account of the danger of poisoning by 
absorption. A study of its action on a tumor of small 
size, will give an idea of the result obtained when the 
treatment is properly conducted. 

Let us suppose a tumor the size of the area enclosed 
within the circle a in Fig. 9. If the epidermis is 
unbroken, it should be partly destroyed with caustic 
potash, to get the prompt action of {he application. 
The paste is spread upon rubber plaster and fixed to 
the part. It should always, when possible, cover a 
surface extending half an inch beyond the elevated 
margin of the tumor, and left on from 14 to 20 hours. 
Within 20 hours there is no danger of the acid de- 
stroying the surrounding normal skin. Whether it 
be left on 14 or 20 hours in a given case, depends upon 
the situation and the amount of pain, whicli latter is 
to some extent a guide as to the intensity of action of 
the agent. If the pain is not great and the part not 
much swollen, it should be left on 20 hours, but as a 
rule 16 to 18 hours is the proper time to advise the 
patient to keep it applied. If the action has been 
satisfactory the probabilities are, that all of the tissue 
within a and some, if not all, within the circle b, will 
appear necrosed en masse, whilst beyond that region 
will appear an inflammatory process of great intensity 
next the necrosed dead tissue, and, extending, with 
diminishing intensity, a considerable distance in the 
surrounding tissue; for instance, if the tumor is 
situated upon the lower part of the nose or some part 
of the cheek, the eyes are frequently closed by the 
inflammatory oedema present. The fact that the 
paste can be applied to the healthy skin for the same 
length of time without producing such destructive re- 
sults, shows that it is, perhaps, what is called elective 
in its action. My own view is that it is a ques- 
tion of vulnerability of tissue as well as elective action. 
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and as in the area between a and b the tissne is 
injured by the epithelial infiltration^ it is destroyed if 
the paste is applied long enongh. As all the area 
within a is epitheliomatons, that part breaks down 
first, and is soon followed by breaking down of the 
tissue between a and h^ provided the part is much 
changed by an infiltration of epithelium. The part 
beyond J would break down more slowly than the 
more central tissue, as the further from the centre 
the less vulnerable is the tissue. As the pathological 
tissue is injured sooner than normal tissue^ the 
inflammatory process, if of considerable intensity, 
would destroy the epithelial cells lying within the 
circle c and even beyond that line. 

If the action of the arsenic is elective in character, 
that is, that the caustic has a preference for the 
epitheliomatous tissue apart from its simple patho- 
logical character, then it is easily understood how the 
paste would destroy the outlying epithelioma, whilst 
the original tissue would be scarcely injured by the 
inflammatory process. That this elective action does 
exist is shown, I think, by the difFerence in effect 
between the chloride of zinc and the arsinious acid 
paste. The effect of the chloride of zinc paste in 24 
hours is the same as that of the arsenious acid paste 
in 16 to 18 hours ; but the injury to the normal tissue 
is greater with the former than with the latter, conse- 
quently, the Marsden^s paste has a tendency to destroy 
Uie pathological tissue in a special manner in addition 
to the action of a non-elective injurious agent, which 
destroys pathological tissue sooner than normal, pro- 
vided the action requires to be exerted for a period 
of time to produce destruction of tissue. 

Admitting that the arsenious acid has an elective 
action as well as one whose intensity is regulated 
according to the vulnerability of the tissue, and that 
such action would make it of special vaUe as a 
destructive agent in this disease, we will now consider 
further the effects usually observed after its applica- 
tion. Beferring again to Fig. 9, it is found that all 
the tissue within the circle h is necrosed, showing that 
the infiltration extended much beyond the makros- 
copical limit which was at the line a. This leaves a 
wound as large as would have been made by the 
knife ; but beyond that broken down area, the tissue 
is acutely inflamed, much more than normal tissue 
would be after such an application, showing that 
probably the infiltration was to a greater or less degree 
present beyond the line at d, that is, beyond the line 
of what would probably be regarded as a safe line for 
incision with the knife. Just as when discussing the 
use of caustic potash, we see that by the inflammatory 
process, this infiltrated epithelium would likely be 
destroyed, whilst the original tissue of the part returns 



later to a normal condition. This is the advantage 
over the knife, a much wider range of beneficial 
action from the removal or destruction of a given 
amount of tissue. 

If the part is examined when the paste is removed^ 
and the tissue decidedly necrosed as far as b, or even 
only to a, with marked inflammation for a distance 
beyond, then the part should be treated as a simple 
wound and carefully watched. If it does not present 
these characters, a second application should be made 
at once, or a third, if necessary, and so on. The 
object is to obtain prompt and sufficient action. It 
the wound heals within a fair length of time, say 
within two or three weeks, and equally from all parts 
of the margin, no farther applications should be 
made ; but if it refuses to heal at any one part, the 
paste should be reapplied to that portion ; for in that 
case it is certain that some of the tumor still exists at 
that place. If the wound heals quickly and from all 
parts, the patient should be kept under observation 
for at least one year, lest a recurrence take place, as 
the presence of a few isolated cancer cells would not 
interfere with the process of repair, as is exemplified 
by healing by first intention after excision when the 
part is treated antiseptically, although a subsequent 
recurrence shows that all of the tumor has not been 
removed. If it returns, the same treatment must be 
again employed ; but I do not think recurrences are 
frequent, if the paste has acted to the desired extent, 
as judged by objective symptoms. 

The arsenious acid paste is to be preferried in all 
cases where it is desirable to save as much tissue as 
possible. Upon the nose, for instance, I have fre~ 
quently removed an epithelioma the size of a finger 
nail, without causing any appreciable loss of the nor- 
mal tissue. From its action so far beyond the area of 
complete necrosis, parts can be treated that are some- 
times scarcely accessible to the knife, and on this 
account the final results of the treatment as regards 
recurrences compare most favorably with the opera- 
tion by excision. 

If the tumor is seated just below the eye, the 
lachrymal secretion may interfere with the paste — 
wash it away, and in that case it may be necessary to 
reapply a new paste several times during the 14 to 20 
hours. If situated near the lid, the dropping of a 
four per cent, cocaine solution into the eye at inter- 
vals tends to reduce the pain to a quite bearable 
amount. 

For the successful use of these three caustics, 
potash, zinc, and arsenic, several things are necessary. 
The physician must be able to recognize the form of 
tumor, he must appreciate the manner of extension 
of the growth and the necessity for prompt and 
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complete removal or destruction of all of the patho- 
logical epithelium. Combined with these, some cases 
demand considerable experience for their successful 
handling if important organs, or even the patient's life 
is to be saved. A fault which is quite frequent with 
physicians is the neglect to treat the case energetically 
until they are thoroughly satisfied that enough tissue 
has been destroyed. The desire not to give the 
patient too much pain is usually the cause of their 
imperfect treatment ; but after having treated a few 
cases unsuccessfully that error is likely to be corrected. 
If this paper will help to correct it with the first case 
it will not have been written in vain, for many deaths 
which have resulted from cancer, could have been 
prevented by active and proper treatment in an early 
stage. 

Other agents have been used with much success 
in epithelioma, but the article is already too long to 
allow me to enter into a description of their uses. 
Pyrogallic acid 3 i to |i of vaseline applied continu- 
ously for two to seven days, acts somewhat like arsenic, 
in an elective manner, and causes little, if any, pain. 
It is a suitable application for extensive peri-epithe- 
liomatous lesions after curetting. Eesorcin and sali- 
cylic acid (20 to 40 grains to anjounce of vaseline) some- 
times act well, but are unreliable. Pyoktanin and 
f uchsine injected into the tumor mass or applied to 
the ulcerated surface have been tried and found want- 
ing as compared with the means I have already 
discussed. They possess some advantages in extensive 
and incurable cases, but valuable time should not be 
wasted with trying them in an early stage. I make this 
statement from personal experience. In fact, with 
the three caustics I have specially mentioned, and 
with the knife in proper cases, a favorable prognosis 
can usually be given in all cases of cutaneous cancers 
seen early, and in many cases of recent mammary can- 
cers. I have also cured with caustics, cases declared 
unsuitable for operation with the knife. I have no 
doubt but that the future will see a remedy which by 
injection will remove the disease, but even with the 
present means at our command, if they are used 
according to indications, cancer is not always to be 
regarded as an incurable disease, or one that is certain 
to recur, and many advanced cases are not so hopeless 
as supposed by the general profession. Of course, I 
do not refer to cancer of internal organs, certain of 
which, for instance, those of the liver, are with our 
present knowledge invariably fatal. 

I regret that want of space will not permit me at 
present to enter still more fully into the many inter- 
esting questions connected with the subject. 

348 AVest 42d Street. 



OV ENDOSOOPT OF THE MALE USETHBA. 



By William S. Gotthbil, M.D., New York. 
Attending Demustoiogigt to the North-Weetem Diepeneary. 



Inspection is by far the most important of our 
means of diagnosis of disease. With its help we have 
certainty, accuracy and definiteness. Without it we 
are often relegated to surmise, probability and imag- 
ination. Eyesight knowledge equals in value that 
obtained by all the other senses together; and no 
pain is too great in the effort to extend its sphere. 
We endeavor to look around corners into narrow 
passages, through solid tissues, and the triumphs of 
the ophthalmoscope and the laryngoscope are incen- 
tive and justification for our efforts. 

The male urethra has long resisted tlie attempts of 
exploring eyesight. The length and smallness of the 
canal, and the apparent impossibility of obtaining an 
efficient illumination and an adequate field of view, 
had brought urethral endoscopy into disrepute, until 
an authority like Van Buren accepted Thompson's dic- 
tum as final : ''If a man has a good and tolerably 
practiced hand, with a fair share of intelligence, I do 
not think he will gain a great deal by the endoscope ; 
and if he has not, I think it will be of no use at all.'' 

Nevertheless, there were always those who still 
believed in the value of a perfected endoscopic 
method, and from the time of Desormeaux and 
Cruise in the early sixties, there is a continued series 
of mod ifications and attempted improvements in in- 
struments and manipulations. With the application 
of the electric light came the turning point. Urethral 
endoscopy became at once practical and useful ; at 
the present moment it is indispensable for the i^ational 
treatment of urethral diseases. Truly, light has been 
brought into dark places ; and that opprobrium to 
the surgeon, that incurable gleet of which Thiry 
could only say that it must have an end sometime, 
like all things earthly, will lose its dread repute. 

The last few years have seen the production of 
innumerable modifications of endoscopic instruments: 
Tubes with external illumination and tubes with an 
internal light; combinations of lamp and reflector, 
and tubes in every imaginable variation. It is not 
my purpose to go into any detailed consideration of 
these varieties, most of which are open to certain 
serious objections. I shall only describe the simple 
and efficient apparatus that I employ myself. 

The electric light has made urethral endoscopy a 
possibility. Ordinary daylight is not strong enough 
to penetrate into such recesses ; direct sunlight is too 
uncertain, and lamps of gas or oil too cumberaome 
and too hot. The little incandescent globe gives us 
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a light at once efficient and strong. ' Its small size 
and minimnm heat-prod action enables us to place it 
almost anywhere we desire with reference to the en- 
doscopic tube. 

The electric current is now **on tap" in our large 
cities, but it is still expensive and troublesome to 
obtain. Excellent illumination and a constant sup- 
ply with a minimum of trouble and cost, can be gotten 
by such an arrangement as is shown dingrammatically 
in Fig. 1, A-A is the primary battery, composed of 




Fig. 1. 



AA. Primary Battery ; B. Stonge Battery : C Lamp Boaid : D. 
Switch-Board ; B. Lamp Carrier. t 

six or eight cells ; almost any type of the sulphate of 
copper or gravity or crowfoot cell may be employed. 
They are connected in series and may be placed in a 
cupboard, drawer, cellar, or anywhere that is conven- 
ient. Ordinary insulated copper wire is then run 
from the terminals to the posterior binding-posts of 
the storage battery. 

The primary battery is the only part of the appara- 
tus that requires attention. From time to time — say 
every month in warm and every three months in cold 
weather — water must be added to the cells to replace 
that lost by evaporation ; and about every six months 
the chemicals should be renewed. Care must be 
taken, of course, that the positive pole of the primary 
battery is connected with the + pole of the storage 
battery; otherwise you will exhaust your storage 
battery instead of charging it. 

The primary battery may be dispensed with entirely, 
the storage battery being sent down to the maker to 
be recharged when empty. This is troublesome, 
however, and is liable to the serious objection that 
yon do not know that your storage battery is empty 
until it g'ves out. It is extremely annoying to have 
your ^gtit go out in the midst of an examination. 
P^ the above arrangement, which is permanent, the 



storage battery is kept charged fully all the time. 
Of course, where such facilities exist, the storage can 
be charged from the Edison current or from a 
dynamo. 

The battery itself I place upon a book-shelf about 
4:j4 feet from the floor, and to its side I attach the 
lamp-holder, and switchboard. It is not necessary 
that these parts should be attached together. The 
storage battery may be placed where the primary bat- 
tery is, or in any other location, and the switchboard 
and lamp-holder be fastened to wall or shelf as is most 
convenient. In my own apparatus the board is 
hinged to the side of the storage battery, so that 
when not in use it rests against it and the long lamp- 
holder lies protected along the shelf; whilst it is 
simply turned out so that the lamp-holder projects at 
right angles from the wall when in use. 

I prefer to make the endoscopic examination with 
the patient lying flat upon his back on an examining 
table; but any of the ordinary chairs or a couch may 
be used. You get a better control over the patient 
and instruments when, the former lies prone than in 
the semi-recumbent position. In any case the lamp- 
board must be so attached to the wall, to a book-case, 
or to the battery-box, that the lamp itself shall be 
situated about 15 inches above the centre of the sur- 
face upon which the patient lies. 

The lamp-board c, carries the small switchboard n, 
and the lamp-carrier c. These parts must be close 
together so that the current may be turned on and off 
conveniently. 

p 

Fig. 2 
Fig. 2. Bndoflcoplo Lamp and Reflector, one-seventh actual size. 

The lamp carrier consists essentially of a long flexi- 
ble arm which sustains the light and the reflecting 
mirror. It is called a " flexible gas arm,'' and is a 
patented device which can be obtained from the 
wholesale gasfitters. It is made of two spiral coils of 
two metals and possesses the great advantage of flexi- 
bility combined with moderate stiffness. I have 
found, however, that this stiffness is not quite suffi- 
cient to hold the mirror and lamp where desired, and 
so have inserted into the gas arm a piece of stout 
copper wire running its entire length. This gives 
the apparatus perfect stability in any desired position. 
Its range of motion is at least ten inches in any direc- 
tion when the base is fixed ; and this, with the 
hinged switchboard, gives an amount of lateral and 
horizontal motion, more than sufficient for all our 
needs. 
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The conducting wires run from the storage-battery 
to the switchboard, and thence into the interior of 
the gas arm to its extremity. Here a double ball and 
socket-joint and a large milled-head screw connect it 
with the piece of hard rubber that supports the mir- 
ror and lamp. To this rubber stage are attached the 
lamp-carrier g, its hood F, the mirror H, and the 
binding-screw d. The hood is of metal^ and sur- 
rounds the lamp on all sides save that towards the 
mirror, thus cutting off all extraneous rays. The 
mirror is an ordinary three-inch concave reflector, 
perforated in its centre, and is firmly attached to the 
anterior extremity of the stage. 

The lamp itself is a-half-candle power Edison 
incandescent, with a filament as thin as can be 
gotten. A higher candle power is of no advantage. 
It is so supported as to lie inside the hood, and yet 
not touch it. I haye used such a lamp satisfactorily 
for a year past without trouble. In case of accident 
to it a new lamp can readily be soldered, by its wires, 
to the lamp support. 




FUr. 8. ElotE*8 Endoscope, one-half actual size. 

Of endoscopic tubes there exist a variety, simple 
and bi-valve. These latter I have not found useful, 
since hyperdistention of the canal is necessary to pre- 
vent occlusion of the field of view by projecting longi- 
tudinal folds of mucous membrane. The plain nickeled 
tabe, either with the funnel-shaped opening or Elotz's 




Fig. .4. Glass Fenestrated Endoscope, one-half actual size. 

disc, and furnished with an accurately fitting obturator 
for purposes of introduction, answers best. A num- 
ber of long thin applicators, absorbent cotton, and 
the medicaments to be used, complete the require- 
ments for endoscopic treatment. 

The patient being placed in position, the lamp and 
mirror are swung over and adjusted to the urethral 
orifice, and about six inches above it, the endoscope is 
introduced, the obturator withdrawn, and the light 
turned on at the switch. The observer, sitting or 
standing, as is most convenient, looks down directly 
through the orifice of the mirror into the illuminated 
tube. Mucous or pus shreds are removed with the 
tampon ; and, as the tube is slowly drawn out, the 



urethral mucous membrane is inspected, and if neces- 
sary, treated as it is brought into view. As large an 
endoscope as possible should be employed. One of a 
less diameter than No. 20 of the French scale is quite 
useless, the tube being so narrow that no satisfactory 
field of view is obtainable. I habitually use one 
equivalent to No. 26 French ; and when still larger 
ones can be used, the advantage gained is very great. 
T&e meatus must be enlarged in a good many cases ; 
for which purpose a meatotome is preferable to an 
ordinary knife. After the abundant instillation of a 
10 per cent, cocaine solution, the instrument is set to 
the required size, introduced, closed, opened^ and 
pulled out. Owing to the distensibility of the urethral 
and peri-urethral tissues, the instrument should be 
''set'^ to at least four sizes larger than the one we 
desire to cut to. This little operation must be pre- 
liminary to endoscopy where it is necessary; the 
bleeding interfering too much for immediate electric 
examination. 

Cocaine should be employed in most cases of endo- 
scopy. Half a drachm of a 10-15 per cent, solution 
should be injected into the urethra with an ordinary 
penis syringe with removable rubber tip; the tips being 
kept in a boric acid solution. By manipulation the 
solution should be well spread through the urethra. 
The tubes themselves are best anointed with a 6 per 
cent, boro-glyceride solution, rather than vaseline. 

The tube being introduced with obturator in situ 
the first thiqg to do when a urethral field is exposed, is 
to clean away any pus, shreds, fluid, etc., which would 
interfere with the field of view, with the cotton ap- 
plicators — ^a considerable number of which should be 
kept ready wound. 

Now it is manifestly necessary to have a definite 
idea of the appearance of the normal urethral mn cons 
membrane when looked at in this manner. The 
endoscope reveals a small circular section of the 
urethra, which closes the endoscopic opening or pro- 
jects into its lumen. In the dentre of this section is 
the collapsed urethra beyond the tube, which appears 
as a small dark stellate marking called the ^'central 
figure." Around this central figure the mucous mem- 
braue bulges inwards towards the tube ; whilst at the 
circumference of the endoscopic circle there is a more 
or less irregular circle of reflected light. Variations 
of shape, size and depth of the central figure ; prom- 
inences, depressions and irregularities of the surround- 
ing prominences ; differences in shape and size and 
brightness of the light refiex ; all these give us valua- 
ble information as to the existence of mucosal and 
sub-mucosal changes. 

The color of the mucous membrane of the anterior 
urethra is a moderately deep rose-pink as seen by the 
electric light; darkening in the post-pendulous portion 
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to a light carnation hue. Deepening of the color, 
either through the entire urethra or in special parts, 
and pallor or bloodlessness of the membrane are 
readily recognized. Dark red granulations, eroded 
secreting surfaces, fibrous constringing bands, polypiy 
tumors, the mouths of dilated and pus-secreting 
crjptfi^ the openings of false passages — all can be 
recognized by the experienced observer. 

But practice and abundant experience is as neces- 
sary here as it is for the user of the ophthalmoscope 
or the laryngoscope. The first attempts at endoscopic 
examination cannot possibly be successful. The ap- 
preciation of abnormal conditions presupposes an 
intimate acquaintance with the appearance of the 
normal tissues. Daily use of the endoscope alone 
gives the skill to employ it to advantage. 

Three points are especially to be noted in endos- 
copic diagnosis ; they are : 

1. The funnel or conus. — This varies in shape and 
in the bulging or flatness of its sides, in accordance 
with the pressure exerted by the endoscopic tube upon 
the urethra. It forms a circular swelling bounded 
by the light-ring reflected from the walls of the en- 
doscope, and having the central figure at or near its 
middle. 

2. The urethral walls vary in color in different parts 
of the urethral canal, from a pale yellow pink in the 
fossa navicularis to a deep crimson in the prostatic 
and membranous urethra. The n^ucous membrane 
visible in the endoscopic tube is thrown in folds, 
which run from the circumference to the centre in 
the normal state. In them can be seen the openings 
of Morgagni's pouches, the seminal eminence, the 
openings of the prostatic ducts, etc. 

3. The central figure. — A dark punctate, stellate, or 
linear figure, more or less centrally located in the 
endoscopic field. It is a vertical slit only in the fossa 
navicularis. 

Variations in shape, color, and position of these 
structures afford us the indications of pathological 
change. 

Endoscopic Diagnosis and Treatment of Urethral 
Diseases, 

A minute subdivision of these maladies, as is made 
by Grunfeld and others, looks very imposing, and 
may be theoretically correct ; but it in no way assists 
the practicing physician. The following are the im- 
portant pathological conditions occurring in the 
urethra. 

Acute gonorrhcea and acute urethritis ; the non- 
gonococal form not being distinguishable by the 
endoscope from the gonococcal form, they are classed 
together. 

Endoscopy is of less value here than m any other 
urethral disease ; patients do not stand examination 



with equanimity in the early stages, and the thera- 
peutic results attainable by means of injections are 
quite satisfactory. The endoscopic appearances are 
very characteristic. The field of vision is covered 
with a thick layer of yellowish-green matter; and 
this may be the case even if urination and urethral 
washing has shortly preceded the examination. Re- 
moving the pus by means of the cotton-carrier, we 
find that the funnel is absent. The swollen mucous 
membrane projects far into the tube ; it is of an 
angry red, even a bluish-red color. The central 
figure is shrunk, and may be represented by a mere 
point ; the stellate lines radiating from it are absent. 
Erosions of the mucous membrane interfere with the 
regularity of the circumferential reflex, which is 
broken and distorted. Bleeding readily occurs, and 
membranous shreds may be apparent. Endoscopic 
treatment is not to be recommended. 

Granular urethritis. This is the analogue of 
granular conjunctivitis, and is by far the most im- 
portant of the conditions that we are called upon to 
treat. It is the great cause of chronic gonorrhoea 
and gleet ; being efficient either alone or in conjunc- 
tion with a stricture or a suppurating pouch, i is 
the cause of '* goutte militaire,'^ filaments in the urine, 
etc. 

In granular urethritis the mucous membrane is 
moderately red, but not so deeply injected as in the 
the acute form. It is studded with punctate eleva- 
tions, the granulations, which give to its dull surface 
the effect of the ** pile '* of velvet. It bleeds at the 
slightest touch. Inhere is usually folliculitis along 
with it. The inflamed. openings of Morgagni's glands 
can be plainly seen, with ofttimes a pus drop exuding 
from the gland from the pressure of the tube. 

It is in granular urethritis that endoscopic therapy 
gives its most brilliant results. The spots of altered 
mucous membrane, that no amount of blind groping 
with sounds and deep urethral syringes can reach, can 
be seen and treated. Nitrate of silver is the remedy 
par excellence for these granular patches. Solutions of 
the drug varying from 1-6 per cent, are to be used, 
commencing with the weakest, and gradually going to 
stronger solutions where the granular patches are re- 
sistant. The field of vision is first cleaned and dried 
with cotton on an applicator, aud then by means of 
another applicator, the surface is brushed over with 
silver. A grayish-white veil at once covers the touched 
part, which may still be visible the next day. Pain 
is only momentary. Treatment may take place daily 
in ordinary cases ; in very sensitive ones at intervals 
of two or three days. 

Rarely do we need to go beyond nitrate of silver in 
our treatment of this condition. Still, some cases are 
obstinate, and as in similar affections of other mucous 
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membranes, a change of therapeutic diet is sometimes 
attended with the very best results. Pure tincture 
of iodine may be employed, care being taken to haye 
the smallest efficient quantity possible upon the appli- 
cator^ so that no excess shall run into the urethra. 
Iodized glycerine (kali iod., gr. xv, iodine pur., gr. ii, 
glycerine 3 vi) is perhaps better and safer to handle. 
Strong solutions of alum and of sulphate of copper 
may also be employed. I do not like to use the solid 
copper sulphate crystal in a holder^ it being incon- 
venient and not entirely free from danger. 

Under the use of one or other of these applications, 
the granulations will gradually flatten out and disap- 
pear, the velvety surface give way to normal glistening 
mucous membrane, the liability to haemorrhage get 
less, and the discharge diminish and disappear. 

Erosions and ulcerations occur, though not very 
commonly, and are the cause of persistent discharges. 
They appear as a thin gray or yellow coated surface^ 
which cannot be wiped clean. The iodized glycerine 
mentioned above has an excellent effect on them. 

Stricture can, of course, be diagnosed with much 
certainty by means of the bougie a boule or the ure. 
thrometer, and its treatment is fairly satisfactory 
without the use of eyesight. Through the endoscope 
we can see the ring constriction through the purplish 
mucous membrane. The central figure is distorted 
and potent. But it is especially in collections of new 
connective tissue which do not assume the regular 
ring shape, that the endoscope is useful. The white 
shining strips and placques can be seen running along 
the urethral axis ; the funnel is interfered with and 
distorted ; the central figure is pushed to one side. 

Tight strictures, and strictures not passable by the 
touch alone, have proved pervious to filiform bougies 
when aided by eyesight. In any case the attempt 
should be made with the endoscope before giving up 
the case as impermeable and resorting to more radi- 
cal measures. 

Polypi and cysts. Here the endoscope is indispen- 
«able. How great must be the number of chronic 
urethral discharges that are treated for months and 
years, secundum artem, and are not cured because 
they are dependent upon these conditions. The 
polypus is readily recognized by the endoscope as a 
swelling which distorts one side of the funnel, and 
encroaches upon the territory of the central figure. 
Smaller specimens may be manipulated so as to pro, 
ject entirely into the lumen of the tube. They may 
then be snared off with an instrument similar to the 
ordinary nasal snare, but with a longer reach; or they 
may be removed with the forceps or scissors. Cysts 
show as tumors projecting up under the unchanged 
mucous membrane ; oftentimes their openings can be 
found. They must be slit with knife or scissors either 



through their openings or through the mucous mem- 
brane covering them. 

Fistulous openings and false passages may be recog- 
nized with the endoscope. They will certainly become 
less frequent as rational endoscopy comes more into 
use. 

SpermatorrhcM of true variety is rare, but some- 
times coincides with catarrhal swelling of the colli- 
culus seminalis. This is recognizable through the 
tube, and should be treated with mild astringents. 

Finally, foreign bodies and urethral calculi and 
chancres can be seen and intelligently treated. 

Oonclusions : 

1. Inspection of the urethral canal is absolutely 
necessary for the rational treatment of urethral dis^ 
eases. No oculist would treat conjunctival diseases 
in the dark. 

2. The electric endoscope is the sole successful 
form of the instrument. 

3. The endoscope should be employed early in the 
diagnosis and treatment of obstinate or uncertain 
urethral maladies; it being a necessity in some and a 
help in all forms. 

4. Chronic urethral discharges can always be cured 
by an intelligent and persistent use of the instrument. 

26 West 63d St. 



BABBXVTB METHOD FOS THE HADIOAL OITBE OF 

HEBHIA APPLIED TO A 0A8E OOMPUOATED 

BT UNDESOENDED TESTIS. 



By Samuel £. Millikbn, M.D. 

Lecturer an Surgery at the New York PdyeHfiic and 
HoepUal, 



The patient, a machinist, 17 years of age, consalted 
me, Feb. 18, 1890. 

His condition at that time was as follows: On the 
right side the scrotum was undeveloped, it being very 
easy to determine the cause, which was the non- 
descent of the testis. On examining the inguinal 
region, the patient in the upright posture, a mass, 
the size of a hen-egg, appeared on coughing. With 
some difficulty, however, this mass could be prevented 
from returning to the abdominal cavity, when the 
force of the impulse had subsided, by making deep 
pressure just above the internal ring at the instant of * 
the protrusion. The contents were demonstrated to 
be composed of intestine and the small undescended 
testis ; the latter, after considerable manipulations, 
was gotten out of the external abdominal ring, but 
the shortness of the cord caused it to be retracted 
as soon as resistance was removed. The hernia only 
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appeared on exertion and had never become oompletely 
scrotal^ although incarceration had occasionaUy oc- 
curred, but subsided when the dorsal decubitus was 
assumed and perfect quiet maintained for a short 
' time. While the hernia might have been a con- 
genital one, the above symptoms had only been 
I oomplained of for six months 

It was decided to apply a truss with the hope of 
I retaining the hernia, at the same time not prevent the 
descent of the testis. Instructions were given to 
make moderate traction on the testis night and morn- 
ing ; the truss to be worn at all times. A celluloid 
apparatus was chosen that it need not be removed 
while bathing. 

The above treatment was carried out for nearly two 
years with only slight improvement in the descent of 
the testis. Some pain had been experienced and the 
hernia had been down quite often. 

With no more success from mechanical treatment, 
at the patient's request, operative interference was 
attempted, Jan. 2, 1892, with the hope of relieving 
him of the hernia without sacrificing the testis. The 
idea was to anchor the testis in the scrotum and after- 
ward reconstruct the inguinal region according to 
Bassini's method, as follows : 

With the pubis and scrotum shaven, under thor- 
ough aseptic precautions, an incision was made, 
beginning at the spine of the pubis, extending up- 
ward and outward for about four or five inches. The 
upper extremity reached to two inches, internal to 
and on a line parallel with the anterior superior spine 
of the iliam. Everything was divided down to the 
tendon of the external oblique muscle. The latter 
was incised over a grooved director, passed into the 
external abdominal ring, superficial to the hernial 
sue and cord structures. To expose the internal ring 
properly, the tendon was cut for about two or 
two and a half inches. The upper fiap was then freed 
from the underlying structures and reflected toward 
the median line, until the conjoined tendon, com- 
posed of the internal oblique and transversalis mus- 
cles, was brought well into view. The lower fiap or 
segment of the anterior wall of the inguinal canal was 
next dissected from its underlying fascia, until the 
shelving* process of Poupart's ligament was exposed. 

The flaps being held back by retractors, an en- 
deavor to reproduce the testis was made and accom- 
plished by traction on the vas deferens, a loop of which 
was firmly adherent to the sac. The adhesions to the 
testis and cord were relieved, well up to the internal 
ring. The sac, which proved to be congenital, was 
now opened and the finger passed into the internal 
ring that any adhesions might be detected. Being 
convinced of the absence of adhesions, the sac was 



separated from the cord structures, ligated by trans- 
fixion at the internal ring and excised. The distal 
segment was taken off to within an inch of the testis, 
out of which a new tunica vaginalis was formed. 

After the second step toward the reconstruction of 
the inguinal canal had been accomplished, that of 
bringing together with chromicized catgut the shelv- 
ing process of Poupart's ligament on the lower and 
the conjoined tendon on the upper side, the testis 
was anchored io the bottom of the scrotum by passing 
three catgut sutures through the tunica vaginalis, dar-^ 
tos and skin simultaneously. 

The third step was completed by closing the 
divided tendon of the external oblique muscle with a 
continuous catgut suture. The skin wound was 
closed with inteiTupted animal sutures and a small 
glass drain inserted. The tube was removed at the 
end of thirty-six hours, without disturbing the 
deeper portion of the dressing, which had been per- 
forated, to allow the drain to be more superficial. 
The firm compress of gauze, which I always apply just 
over the internal ring and hold in position by adhesive 
plaster, which goes two-thirds around the pelvis, was 
not disturbed until ' the tenth day, when union was 
complete. The patient was kept recumbent for one 
week longer and discharged from the hospital at the 
end of three weeks. 

On May 15th the patient was examined, after hav- 
ing worn a light truss since leaving the hospital. No 
inconvenience was complained of, the testis remaining 
about mid-scrotal without any tendency toward re- 
traction. The truss was removed and no impulse 
could be gotten. He was advised to report monthly 
and to discontinue all apparatus. 

Bassini's statistics from the reconstruction method 
for hernia alone are as follows : 

"Two hundred and sixty-two were operated upon, 
ten of these were strangulated. Of the two hundred 
and fifty-one non-strangulated cases, one hundred 
and eight were observed from four and a half years to 
one year ; thirty-three from one year to six months ; 
ninety-eight from six months, to one month; seven 
recurred > in four the results are unknown, and one 
died of shock.'' 

Conclusions : — 

1. The reconstruction method is the only plan yet 
adopted which attempts to place the inguinal canal 
in its physiological condition. 

2. It is applicable to both strangulated and simple 
reducible hernia. 

2. It should be performed in all cases of unde- 
scended testis when any difficulty is met with from 
mechanical treatment. 
167 Madison Avenue. 
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A OLDnOAL LEOTTJEE OV OTBCnTMOIBIOB:. 



By Robbet H. M. Dawbabn^ M.D. 
J^ofes9or of Operative Surgery at the ITew York PelyeiMc. 



Oentlemen : These three litfcle patients^ each 
:accompaDied by his father, are all awaiting the same 
operation — ^that of circnmcifiion. This is so simple a 
matter (although even herein there is a right and a 
wrong way) that I shall devote but few moments to its 
discussion. First, however, and by far more import- 
:ant to yon than thifi demonstration, let me explain 
why I haye advised it. 

This first child has enuresis. No other canse for 
his wetting the bed being discovered, and ordinary 
medicinal means not having proved snccessfnl, it 
aeems likely that irritation from a long and tight 
prepuce, with decomposing smegma in the fossa 
glandis may be, at least, one causative factor, by reflex 
action, and hence we advise the operation. 

The second boy is in a pitiably nervous condition. 
He has a moderate degree of chorea; and after close 
questioning he admits that he masturbates as often as 
opportunity serves. Here, too, removal of the long 
foreskin will at least aid the success of other measures 
of treatment. 

But the third boy is unlike either of these. He 
has had no convulsions, no epilepsy or other neurosis, 
no balanitis nor phymosis, no ''ballooning'^ of the 
prepuce in urination from a tight outlet, no lithic 
deposits from urinary sediment retained — in a word, 
none of the troubles, either ordinary or extraordinary, 
which lead us upon occasion to agree that this opera- 
tion is indicated. 

He was brought here because of a broken finger ; 
but this having received attention, he is now about 
to be circumcised because his father, after a talk with 
me, agrees that it will be a wise step. 

The ground I take, gentlemen, and which I hope^ 
upon reflection, you will maintain with me, is that 
every male child should be regarded by us as needing 
circumcision; and this not at all from religious rea- 
sons, although I entirely agree with our Semitic 
friends in thinking that Moses knew his business. 
As a sanitarian, he was in this, as in many other 
regulations and observances, thousands of years in 
advance of his time. 

There are two propositions which I am about to 
advance to you, which, if accepted, leave us in no 
doubt as to our duty in this regard. 

The first is, that male Hebrews are, in proportion 
to their numbers in the community, very much less 



frequently the victims of venerea] disease— especially 
syphilis and chancroid — than are Gentiles. 

I do not think that anyone of experience denies 
this proposition. It has been affirmed repeatedly 
by able genito-urinary specialists. Neither does any- 
one suppose that this comparative immunity is due to 
superior virtue ; Hebrews being as other average men 
in this regard. 

But the explanation of their comparative safety, 
after unclean exposure, is perfectly simple and plain. 
As compared with Oentiles, they have much less ex- 
tent of mucous surface to infect; and such as remains 
to them is so tough from constant dryness and chaf- 
ing against clothing that it resembles skin rather than 
mucous membrane, and is very unlikely to become 
abraded during connection, thereby allowing entrance 
to poisonous virus. 

The second proposition of the two postulates to which 
I referred a few minutes ago, is this : that practically 
all physically sound men at some time in their lives 
have impure sexual congress ; that is, connection out- 
side of wedlock, and which is, therefore, doubtless 
more or less dangerous as regards risk of venereal 
disease — ^generally more rather than less dangerous. 
One of the most widely experienced genito-urinary 
surgeons in this city has repeatedly said before his 
classes that he does not ask a man whether he has had 
clap, but how many times he has had it ! Of course 
this is strongly put by him for didactic reasona, and 
we make corresponding allowances. But the truth 
that remains is a painful truth. 

This second proposition of mine sounds so cynical, 
and betrays so complete a disbelief in masculine virtue, 
so far as chastity is concerned, that I have hesitated 
to advance it ; knowing that I shall be accused by 
some of slandering a whole sex. If true, it is shame- 
ful ; and no one more than I, deplores this ;>oi8oning 
of all the wells of life. But never yet was real good 
accomplished by shutting the eyes and ignoring evil. 

Suppose we compromise — if some of you shall think 
my assertion too sweeping — ^by allowing five per cent. 
for men of chastity; possibly more yet in conntrj 
places, where temptation and opportunity are rela- 
tively lacking. 

Of course, this question is one the real truth of 
which can never be reached by heated affirmation or 
denial. I am inclined, against my will, to the view I 
maintain; and my position is strengthened by the fact 
that other physicians with whom I have discussed this 
matter, have agreed with me. Because of his peculiar 
and confidential relations with his patients, who do 
not hesitate to tell him the truth, the family physician 
can ascertain such facts as can no one else. 

Asa side-issue of, perhaps, only philological interest 
let me remark that a few months ago the professor of 
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Latin in Columbia GoUege was asked whether he knew 
of any language^ either ancient or modern, the vocabu- 
lary of which contains any word meaning a male 
virgin — a man who never has had sexual congress. 

He asked for time to look up this novel poi^t, and 
finally replied that he could find no such single word 
in any tongue ; although all of them had the word 
virgin, or its equivalent, as applied to woman. 

It would seem not a strained inference from this, 
perhaps, that if that word had been needed, it would 
be found in sirnie language. 

Now, gentlemen, to return to, our mutton. If the 
comparative immunity of circumcised men regarding 
venereal disease be granted, and if the very great lack 
of chastity in the male be granted, there is no escape 
from the conclusion that we have a reason of the 
strongest and the most vital importance to the human 
race, in advocating invariable circumcision. This 
matter has been neglected by the profession in the 
blindest way; it seems hardly excusable. 

I have never yet had a father refuse it for his boy 
after a few minutes plain talk in which these facts 
were placed before him. He hopes that his boy will 
not, in later years, succumb to temptation as so many 
others do ; but at least he has taken a step that may 
prevent ruination of that young life, should the boy 
be unchaste. 

A few words now regarding the technique of the 
three operations which you have just seen me com- 
plete. One was under ether, two under cocaine injected 
hjpodermatically as you saw. This is largely a matter 
of personal choice. In each you noticed that a piece 
of drainage-tubing was kept fastened about the root of 
the penis until all cutting was completed; thereby 
promoting speedy work, avoiding unnecessary loss of 
blood, and in the case where cocaine was used, the 
tube maintained prolonged anaesthesia — for obvious 
reasons. 

I do not approve a simple slitting of the prepuce 
alone. For reasons just given, it should be removed, 
at least in greater part. I leave, as you see, just 
enough to cover the corona glandis. But the simplest 
and safest technique begins with slitting the foreskin 
ap the dorsum glandis on a grooved director, after 
which I seize with a forceps the cut edge and trim 
away with scissors both skin and mucous membrane at 
the same stroke. At the frsenum it is left moderately 
long. 

The suture was a running one of antiseptic catgut; 
in size, first octave harp-string. The line of union I 
now paint with aristol fiexile collodion, five per cent. 
The subsequent treatment is of the simplest. Do 
no^use any ointment; it will cause the collodion to 
stick to everything. I supply the parents with any 
safe dusting-powder, such as rice, bismuth or talcum. 



and plenty of absorbent cotton. The surfaces are kept 
well dried and dusted, and wrapped in the cotton to 
prevent chafing; it being held in place with a T-band- 
age of napkins. 

The mother should be warned to expect several 
days of (edematous swelling in what is left of the 
prepuce. I have never had occasion to puncture or 
otherwise treat this ; it disappears in a few days. 

The stitches will be absorbed in a week or less, 
their superficial portion coming away with the collod- 
ion-scale and leaving a healed surface beneath. 



AOTIHOMTOOBIS, 



By E. 0. M. Page, M.D. 
Profeuar of Practice of Medicine at the New York Polyclinic, 



Actinomycosis, as is now well known, is an infect- 
ious disease that is caused by the radiating fungus 
called the actinofnyces bovis. Though its true pathol- 
ogy is of comparatively recent date, it is not a new 
disease. There is reason to believe that it has here- 
tofore often been confounded with cancer, tubercu. 
losis, scrofula and even glanders. According to 
Orookshank, the disease was prevalent in Scotland, 
from 1825 to 1835. It also exists in Germany and 
Australia, but is more frequently met with among the 
great cattle herds of the United States of America 
than anywhere else. But even here the disease is so 
rare that there is no cause for alarm of its spreading 
to any appreciable degree. 

The disease is more common among cattle than 
men. It does not appear to spread from animals to 
man through the digestive tract due to the eating of 
meat, especially when cooked. But in all cases the 
fungus or germ of the disease is derived from vegeta- 
ble diet, preferably hay or grain of some sort. Cattle^ 
as already stated, are either more susceptible to the 
poison than men, or else are more exposed to the 
cause. In either case the disease does not appear to 
spread between animals, nor do men become affected 
through eating the meat of infected cattle; but both 
acquire the malady in a similar way — that is by in- 
haling or swallowing the germs as contained in grain 
or hay. Beginning in the mouth, usually, the pus in 
the resulting abscesses about the lower jaw is carried 
by lymphatics to other parts, giving rise to pulmonary 
and peri-pleuritic metastatic abscesses. In some 
cases a general pyaemia results. 

Among the cattle affected that I have seen, the 
disease began as a hard tumor of the lower jaw and 
was regarded as '^hard cancer. '^ But in each case an 
abscess formed, followed by multiple abscesses else, 
where. The animals were killed on the ground that 
they had some dangerous infectious disease. In each 
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case the characteristic fungus was found. One such 
case occurred many years ago in a neighboring village, 
before I ever studied medicine ; but the signs were so 
identical with others that I have observed since then, 
that I am quite sure that it was a case of actinomy- 
cosis. The deacon of the church who owned the ox 
and sold it for butcher's meat, was for a long time 
the subject of gossip, and was severely accused for 
selling a cancerous ox for human food. But in no 
case did the disease spread, so that the matter gradually 
subsided, but is still talked about. 

There need, therefore, be no special alarm or ap- 
prehension among the laity that the disease in question 
will ever prove to be a source of danger as regards 
infection from eating the flesh of such animals, 
especially when properly cooked. Moreover, at the 
stock yards in Chicago, and elsewhere in the United 
States, the authorities are careful and trustworthy 
about excluding such infected cattle. The treatment 
of this very dangerous disease, as is well known and 
to be expected, is as yet merely palliative and symp- 
tomatic. 



Partial Pneumectomy for Gangjene; Re- 
covery. — Dr. Delageniere reports the case of a man, 
aged 37, who suffered from a pulmonary abscess, 
probably of gangrenous character. A V-shaped 
incision was made over the ninth rib through the 
skin and muscles. Then,' subperiosteal resection of 
the ninth, eighth and seventh ribs was performed 
from the posterior angle to the chondro-costal articu- 
lation. The pleura was incised to the extent of 12 to 
15 centimetres over the ninth intercostal space, and 
a purulent focus was discovered, containing about 500 
grammes of pus and decomposed detritus. This 
focus was limited below by the diaphragm, above by 
the lower lobe of the lung which was gangrenous 
All the gangrenous portions were carefully excised, 
leaving in the lower lobe a cavity of the size of 
a fist. Two drains were applied, one in the cavity, 
the other in the pleural opening, after which the 
pleura and the wounds were sutured. Recovery 
took place rapidly ; at the end of the first month 
the drains were removed and two weeks later the cure 
was complete. Mr. Delageniere attributes the failures 
of most operations of this kind to the fact that the 
gangrenous focus had been simply drained, instead of 
being extirpated. The operation to be successful 
should be thorough. — Progris Medical. 



The Pathognomonic Signs of Perforating 
Appendicitis. — Dr. Simon Baruch {Med, Record) 
emphasizes the point that symptoms of shock, care- 
fully looked for, may always be found in perforating 



appendicitis. These are as follows: the countenance 
is anxious, the finger-tips, nose and ears are cool ; 
pulse and respiration are out of proportion to tem- 
perature, the right inguinal region is very tender, 
the patient usually lies with the right leg drawn up. 
Guided by them, Dr. Baruch opposed the views of an 
experienced physician in one case, insisting upon the 
operation ; and in another did not approve of the 
operation advised by an experienced surgeon. In both 
cases his reliance on these pathognomonic signs 
proved useful to the patient. On the ground of his 
own experience, as well as that of others, the author 
urges that when perforating appendicitis is diagnosed, 
either positively or probably, an immediate operation 
to remove the exciting cause is as imperative as liga- 
tion of the vessel in hemorrhage. 

The fact that laparotomies are now constantly per- 
formed, under strict asepsis, with absolute safety, 
should induce the attendant to clear up a doubtful 
diagnosis of perforating appendicitis by an operation 
before septic peritonitis forbids it. 



In the August issue will be published the following 
interesting original articles: " The Causes and Treat- 
ment of Sinuses Resulting from Abdominal Section/' 
by Dr. Andrew F. Currier, of New York ; '* Com- 
bined Gynecological Operations,'' by Dr. Geo. M* 
Edebohls, of New York ; '' Osteo-Myelitis," by Dr. 
Ohas. G. R. Jennings, of Elmira, N. Y.; The Treat- 
ment of Hemorrhoids by Carbolic Acid Injections,'' 
by Dr. J. W. Hallum, of Carrolton, Ga. 



In response to a request made by us in the June 
number of the Journal, Dr. Chas. Smith, of Orange- 
viUe, Ontario, hdi^ kindly informed us that he is the 
author of the paper, " On the Surgical Pathology of 
the Bone Medulla and Spleen." It affords us much 
pleasure to make this acknowledgment on account of 
the value of his contribution. 



The committee of surgeons to whom was entrusted 
the award of prize essiiys, have had considenible diffi- 
culty in reaching a decision on account of the general 
excellence of the papers submitted. They have 
awarded the first prize, a microscope, to Dr. Francis 
Reder, of Hannibal, Mo., for a paper on *'A New 
Method of Intestinal Surgery," to be published in the 
August number, and the second, an aseptic pocket 
operating cose, to Dr. Henry S. Shively, of New York 
for a "Contribution to the Etiology and Treatment 
of Spasmodic Torticollis," which appeared in the 
May issue. 
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ITranklln Soper, M. D., Lecturer on Otolosy ; Assistant Surgeon to 
Manhattan Eye and Bar Hospital ; Ophthalmic and Aural Surgeon 
to St John's Riverside Hospital, Yonkers. 

S. M. Pajne» M. D.» Lecturer on Ophthalmology ; Assistant Surgeon 
to the Manhattan Bye and Bar Hospital. 

John A. Fordyce, BE. I>., Lecturer on Dermatology; Attending Sur- 
geon to Out-door Department of Bellnvue Hospital ; Department of 
Skin and Genito-UniDary Diseases at St. Bartholomew's Hospital 
and Dispensary. 

A. B. Pope» M. D., Lecturer on Diseases of the Chest and Oeneral 
Mediolne ; Attending Physician to Demilt Dispensary, Diseases of 
the Chest. 

Mghert I<e Ferre, M. D., Lecturer on DJseases of the Chest and 
General Medicine : Lecturer in Department of Medicine and Clinical 
Assistant to the Chair of Practice, Medical Department, University 
of New York. 

Carl Koller, BE. I>., Lecturer on Ophthalmology ; Assistant Surgeon 
to the New York Bye and Bar Diflrmary, and Ophthalmologist to 
the Monteflore Home for Chronic Invalids. 

J. Oscroft Tansley, M. D., Lecturer on Otology ; Ajsslstant Surgeon 
to Manhatt»n Bye and Bar Hospital. 

Matthias L. Foster, M. D., Lecturer on Otology, Surgeon to Out- 



door Department of Bellevue Hospital : Assistant Surgeon to Man- 
hattan Bye and Ear Hospital; Ophthalmologist to the Ladies* 
Deborah Nursery and Chila*s Protectory, and to the United Hebrew 
Charities ; Lecturer on Diseases of the Bye and Bar at the II. W. 
Bishop Training School for Nurses. 

Robert C. BEyles, BI. D., Lecturer on Diseases of Throat and Nose r 
Surgeon to the Throat an(* Bar Department of the Episcopal Church 
Dispensary; Assistant to Throat, Nose and Bar Department of 
Amsterdam Eye and Ear Infirmary. 

W. B. Townsend, BI. D.JliCcturer on Orthopedic Surgery; Orthopedic 
Surgeon to the New York Infant Asylum ; Assistant Surgeon to 
Hospital for Ruptured and Crippled. 

Wm. C. Oilliam, BE. D., Lecturer on Ophthalmology; Assistant Sur* 

rm to the Manhattan Bye and Bar Hospital. 
Wylie, BI. D., Lecturer on Gynecology. 

Dillon Brown, BI. B^ Lecturer on Intubation. 

Henry J. Kelly, BE. D., Lecturer on Surgery. 

S. £. MlUiken, BI. D., Lecturer on Suigeiy; Assistant Surgeon to 
Hospital for Ruptured and Crippled, Hernia Department. 

W. F. Martin. BI. D„ Lecturer on Diseases of Children : Assistant Sur- 
geon to St. Andrew's Infirmary ; Curator to RandaPs Island Hos- 
pitals. 

A. N. Stronse, BI. D., Lecturer on Ophthalmology. 

Geor^re "W. Jarman, BI. D., Lecturer on Openttive Oyneooloiry ; As- 
sistant Gynecologist to the Cancer Hospital : Physician to Class for 
Diseases of Women. Vanderbilt Clinic. 

8. T Armstrong, BE. D., Lecturer on Fractures and Bandagbxg. 



INSTRUCTORS. 



Onstav A. Kletsscli, BI. D., Instructor in Gyneoologv; Assistant 
Gynecologist to New York Cancer Hospital ; Assistant Surgeon to 
wc»man'8 Ho«p!tal. 

Fredlc H. Bllllngham, BI. D.. Instructor in Dermatology. 

F. W. Ring, BI. D., Instructor in Ophthalmology ; Assistant Surgeon 
to Manhattan Eye and Bar Hospital. 

O. F. Carey, BI. B., Instructor in Ophthalmology : Assistant Surgeon 
to Manhattan Bye and Bar Hospital. 

Herman F. Nordeman, BE. B., Instructor in Genito-Urinary Surgery. 

W. N. Hnbbaxd, BE. B., Instructor in Department of General Medi- 
cine; Attend iuK Physician Out-door Department Bellevue Hospital. 

Charles R. Jackson, BE. B., Instructor in Ophthalmology ; Assistant 
Surtreon New Amsterdam Bye and Bar Hospital. 

Ctoor^e W. Caldwell, BE. B., Instructor in Ophthalmology ; House 
Surgeon to New Amsterdam Bye and Bar Hosnital. 

"Wm. C. Rives, BE. B., Instructor in Diseases of the Chest and General 
Medicine ; Physician to Newport Hospital, R. I. 

Sdward N. Lleli, BI. B., Instructor in Gynecology. 

S. Oaillard Blason, BI. B., Instructor in Mental and Nervous Diseases. 

T. J. BIcOlUionddy, BI. B., Instructor in Obstetrics: Visiting Ob- 
stetric Surgeon to New York Mother's Home and Maternity Hos- 
pital: Surgeon to Torkvllle Dispensarv and Hospital for women 
and Children ; Physician to Masoalen Asylum, St. Joseph's Infirm- 
ary for Children ; Physician to Institution of Mercy. * 

William R. BaUon, M. B., Instructor in Genito-Urinary and in 
General Suncery ; Surgeon Bellevue Hospital, Outdoor Department. 

Ja. J. Ladinski, M. B., Instructor in Gynecology; District Physician 
to Mt. Sinai Hospital. 



B. W. BleNlchol, BI. B., Instructor Department of Otology; Assist- 
ant Surgeon to Manhattan Eye and Bar Hospital. 

BI. F. Crowley, BI. B., Instructor in OphthiUmology. 

Geo. A. Rieliards, BI. B., Instructor in Department of lAryngology 
and Rhinology ; Clinical Assistant to Throat Department of Vandet^ 
bilt Clinic. 

O. W. Raohel, BI. B.. Instructor in Department of Children : Visiting 
Physician to St. Mark's Hospital and Children*s Department^ 
German Polyklinik. 

Bennett M. Beacli, BE. B., Instructor in Pathology, Bacteriology and 
Clinical Microscopy. 

Geo. A. Tnttle, BE. B., Instructor in Pathology, Bacteriology and 
Clinical Microscopy. 

J. E. Giles, BI. B., Instructor in Ophthalmology ; Assistant Surgeon 
to the Manhattan Bye and Bar Hospital. 

S. T. Armstrong, BI. B., Instructor in Mental and Nervous Diseases^ 
and Surgical Appliances. 

Alfred Wiener, BI. B.. Instructor in Mental and Nervous Diseases. 

ThonuM S. Bronson., BI. B., Instructor in Ophthalmology. 

W. ICvelyn Porter, M. B., Instructor in Gynecology; Assistant Sur- 
geon to New York Cancer Hospital. 

J. F. Gray, BI. B., Instructor in Gynecology. 

F. Fierce Hoover, BI. B., Instructor in Otology; Clinical Assistant 
to Manhattan Bye and Ear HospitaL 

Walter B. S. Preston, BE. B., Instructor in Department of Diaeasea 
of Che^t and General Medicine. 

Howard O. BEyern, BE B., Instructor in Operative Surgery. 

S. BI. Payne, M. B., Instructor In Laryngology. 



CLINICAL ASSISTANTS. 



C. ]£. Kerley, BI. B., Department of Gynecology ; Resident Physician 
N. Y. Infant Asylum, Mt. Vernon. 

A. B. Tucker, BI. B., Department of Gynecology ; Visiting Physician 
to Northwestern Dispensary. 

Jj. F. Klefer, BE. B., Department of Dermatology ; Visiting Physician 
to German West Side Dispensary. 

C. S. Wood. BI. B., Department of Gynecology ; Out-door Department 
Roosevelt Hospital. 

H. BI. Painter, BE. B.. Department of Throat and Nose. 

H. W. Woottou, BI, B., Department of Diseases of Chest and General 
Medicine; Attending Physician to Northeastern Dispensary. 

J. H. Brower Browning, M. B., Department of Surgery ; Medical 
Examiner for Presbyterian Board of Foreign Missions ; Alternate 
Medical Examiner New York Equitable Life Assurance Society. 

Ckarles I^ewls Allen, BI. B., Department of Diseases ot Chest and 
General Medicine ; Assistant Pnysician to Bellevue Out-door De- 
partment and Demilt Dispensary. 

Howard Lilienthal, M. B.. Department of General Surgery; Sur- 
geon to the Dispensary of Ht. Sinai HospitaL 

James Stafford, BE. B., Department of Gynecology and Surgery; 
Vlsltlnff Surgeon Northern Dispensary, 

BI. Gross, BE. B., Department of Children. 

8. B. Blinden, BI. B., Department of Orthopedic Surgery. 

Walter F. Morrison, M. B., Dei)artment of Laryngology and Rhino- 

J. B.Hallwood, BI. B., Department of Otology; Clinical Assistant 

to Manhattan Eye and Ear Hospital. 
J. A. B. Kobinson, BI. B.. Department of Dermatology. 
IS. Broqaet, BI B., Department of Genito-Urinary Surgery. 
F. C. HusKon, BI. D., Department of Genito-Urinary Surgery. 
W. G. Stateit BI. D. . Department of Genito-Urinary Surgery. 
R. C. ShuU, BI. B., Department of Mind and Nervous System. 

B. BI. Wooly, BI. B., Department of Otology ; Surgeon-in-Chief to 
Long Island Throat and Lung Hospital. 



J. A. Blake. BI. B., Department of Otology : Clinical Assistant to 

Manhattan Bye and Bar Hospital. 
Alexander I<yle, Jr., BI. B.. Department of Gynecology ; Physician 

to Northeastern Dispensary. 
A. Wakefield, M. B., Department of Ophthalmology. 
Peter Y. Bnmett, BI. B., Department of Lsryngology and Rhinology; 

Surgeon to Brooklyn Nose and Throat Hospital ; Laryngologist to 

St. Catharine^B Hospital, Brooklyn. 
BI. B. Iiederman. BI. B., Department of Laryngology and Rhinology; 

Clinical Assistant to the Throat Department of Manhattan Kye 

and Ear Hospital. 
J. Bouglas Nlsbet, M. B , Department of General Medicine. 
J. Fnipene Kinney, BI. B., Department or General Medicine. 
Blorton R. Peek, BI. B., Department of Gynecology. 
H. B. Staflbrd, BI. B., Department of Otology and of Ophthalmology; 

Clinical Assistant to Manhattan Bye and Bar Hospital. 

Chas. Bartels, BI. B., Department of Diseases of Children. 

Geo. S. Lynde. M. B.. Department of Diseases of the Skin. 



. Abmsso, BI. B., Department of Gynecology. 
Charles £. Harvey, BI. B., Department of St^ge 
S. B. Battey, BI. B., Department of Surgery. 



B. W. Stiefel. BI. B., Department of Obstetrics. 

Bartlett Gilbert, BL B., Depctftment of Obstetrics. 

B. Gilbert, BI. B., Department of Diseases of the Chest and General 
Mediolne. 

Franklin B. lAwson, BI. B., Department of Diseases of the Chest, 
and General Medicine. 

Thomas 8. Soathworth, BI. B., Department of Diseases of Children. 

F. T. Bletcalfe. BI. B . Department of Diseases of the Nervous System. 

Henry B White, BI. B., Department of Laryngologv. 

Ja. J. Norton, BI. B., Department of Diseases of Mind and Nervou8> 
System. 

Geo. W. Caldwell, BI. B., Department of Laryngology; House Sur- 
geon in New Amsterdam Eye and Ear Hospital. 
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ANNOUNCEMENT. 

The New York Polyclinic closes with the Session of 1891-92, the tenth year of its existance. Within this decade more 
than 8,100 Graduates in Medicine and Surgery have attended its course of study. Organized in 1880-81 and opened in 1882, 
it was the first Post Graduate Medical School in. America, independent of an Under-graduate College. The class numbered 
in 1882-8, 161 ; '884, 182 ; '84-5, 229 ; '85-6, 240 ; '86-7, 301 ; '87-8, 387 ; '88-9, 383 ; '89-90, 422 ; '90-1, 462 ; '91-2, 478. The 
teachers are members of the Medical Profession of New York, who, in their personal connections with the city hospitals and 
dispensaries, control a vast clinical material. 

The following hospitals, asylums and dispensaries are represented by them : New York Polyclinic Hospital, Bellevue, 
Mount Sinai, Charity, Hospital for Ruptured and Crippled, Montefiore Home, Episcopal Orphan Asylum, Western Skin 
Infirmary, St Elizabeth, Woman's, German, St. Mary's. New York Cancer, St. Joseph's, New York Lying-in, Manhattan Eye 
and Ear, New Amsterdam Eye and Ear. St. Bartholomew's, Sheltering Arms, State Emigrant, Maternity, Nursery and Chila'& 
Lying-in Hospitals, New York Eye and Ear Infirmary, New York Infirmary for Women and Children, Randall's Island, New 
York Infant Asylum, Babies' Hospital, Orphans' Home and Asylum, New York Orphan Asylum, Colored Home and Hospital, 
Metropolitan Throat Hospital. New York Skin and Cancer Hospital, Vanderbilt Clinic, Tremont Hospital for Consumptives, 
Oat-door Departments of Bellevue, New York, Roosevelt, German, Northern, Northwestern', Northeastern, Demilt, Eastern^ 
Western and German Dispensaries. 



THE POLYCLINIC HOSPITAL. 

While the operative work of the great hospitals mentioned above is freely open to our matriculants, there are obviously 
many special advantages attained in having hospital wards in the same building with the school. The Polyclinic Hospital 
occupies the upper floors of the building, 214 and 216, and the building No. 218 East 84th Street. It is divided into six wards 
and fifteen private rooms, wherein all classes of cases, except contagious diseases, can be studied. In addition to the above 
the Polyclinic maintains a dispensary in its own building, where, in the presence of the matriculants, from 12,000 to 15,000 
patients are treated annually. This material, classified into nine departments, is submitted to the members of the class at 
specified hours, for personal examination and study, under the guidance of the various teachers. The classes, however large, 
will be divided into sections of a limited number, or the number of clinics increased, so that the members will be brought into- 
intimate personal contact with the patients, where the clinical features of each case may be minutely and leisurely studied 
and thoroughly understood. The directors and faculty of the Polyclinic believe that nowhere in the Western Hemisphere is 
clinical material so abundant and so readily utilized for the advancement of science as in the city of New York, within the* 
great hospitals and dispensaries of which a half million of nek and injured human beings are graiuUoudy treated each year. 

The winter session of 1892-'98 will open September 19th, 1892, and will continue to June 1st, 1898. 

Only practitioners who are Cfraduatea of a Reg^dar Medical College, or who, Tumng attended one or more courses of 
ketures at such college, have a legal permit to practice, will he admitted at this school. Such practitioners are requested to bring 
their diploma or certificate of membership in a MegtUar Medical Society; they can then he matriculated at any date, enabling them 
to take advantage of the clinics when most convenient to themselves. One or more subjects may he studied at a time. The schedule 
9f the clinics published herewith, on the last page, will show the amount of time thai will he oseupied each day in the study of any 
onesiMeet. 

The following is a list of charges for tickets to the various departments : 





For 
6 Weeks. 


For 
8 Montha. 


For 
6 Months. 


For 
1 Year. 


Diseases of the chest, physical diagnosis and general medicine, 


$25 00 
15 00 
15 00 
20 00 
85 00 
85 00 
15 00 
15 00 
15 00 
25 00 
15 00 
15 00 
15 00 
10 00 


(45 00 
26 00 
25 00 
85 00 
65 00 
65 00 
25 00 
25 00 
25 00 


$80 00 
40 00 
40 00 
60 00 
120 00 
120 00 
40 00 
40 00 
40 00 


$140 00 
60 00 


** of children 


" of the nervous system and electrotherapy 


60 00 


" of the throat, nose and ear 


100 00 


General surgery , 


220 00 


Diseases of women 


220 00 


'* of the eye 


60 00 


of theskin 

Obstetrics 


60 00 
60 00 


Surgical operations on the cadaver, each course 




Clinical Microscopy and urinary analysis, each course 




Practical Histology and Pathology, each course. 




Bacteriology, eacJ i course 




IntalMition, each course 





In order to Encourage continuous attendance in the clinical studies of the Polyclinic, a genera/ ticket, admitting the 
holder to all the lectures except those in Clinical Microscopy, Practical Histologv and I*athology, Bacteriology and Operative 
Courses upon the Cadaver and Intubation, will be issued for twelve months for $850 ; six months, $250 ; three months, $150 ;. 
and for six weeks, $100. 

Certificates of attendance upon one or more of the branches of study at the Polyclinic will be furnished matriculants. 

The cost of a certificate will be $5.00. 

There is no private instruction given by the members of the Faculty or Staff upon any of the subjects taught in the^ 
Polyclinic. 

When for any reason such as illness, or urgent business, any Professor or Lecturer is absent from his clinic, the lecture^ 
and direction of the clinic will be entrusted to another Professor or to one of the staff of assistants in that Department. 

Every physician wishing to matriculate at this school is required to bring a letter of introduction from some regular 
practitioner acquainted with a member of this Faculty, or credentials from the college of which he is a graduate, signed b^ 
the proper officer and stamped with the official seal of such college, or a certificate of membership in some regular county, 
or State Medical Society. As before stated graduates of irregular schools are refused matriculation. 

No money paid for fees will be refunded after the ticket is issued. 

Every matriculant is expected to show his ticket of admission to each clinical lecture at the door of entrance to the 
clinic. 

A complimentary ticket will be issued for two days if desired by physicians who wish to inspect the School. 
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THE HOSPITAL STAFF. 

Two appointments to the Hospital Staff will be made eacli year. The selections will be made after oompetitiTe exam- 
ination of all applicants, by the Execntiye Ck>mmittee of the Polyclinic. The saocessf al candidates will receive boanl and 
lodging in the hospital while on dnty, 

GENERAL INFORMATION. 

As to the best months for attending clinics, there can be no choice for the RegtUar Sswion from September to Jmie. 
From Nov. 15th to Jan. 1st, the classes are somewhat smaller than before and after that time. 

The clinical material is abundant throughout the term. It is advisable to divide the time of study between work in the 
Polyclinic and in the numerous large Hospitus where the classes are admitted to the wards and operating rooms. Physicians 
who intend to study in the departments of the Eve, Ear, Throat and Nose, should bring with them the ordinary instruments 
used in these branches. Those wishing to obtain tne certificates of istudy must bring the credentials above stated. 

Board and lod^ng can be obtained in the immediate vicinity of the schoofat prices varying from $5 to $8 per week. 
Physicians arriving in the city during the day should come directly to the Polyclinic. No. 214 East 84th Street, where assist- 
ance will be given them in procuring board by a clerk of the School specially employed for this service. If the city is reached 
after 6 P. H.. the following hotels will be found near the college : Park Avenue Hotel, 88d Street and Park Avenue ; Grand 
Union and Murray Hill Hotels, at the Grand Central Depot, 42d Street and Fourth Avenue. 



PLAN OF INSTRUCTION IN THE VARIOUS DEPARTMENTS. 



GYNECOLOGY. 

Profeuars : paul f. mundb, m. d. h. marion simb, k. d. w. gill wtlib, m. d. hsnrt g. cob, m. d. 

Lecturers: j. biddls gofpb, h. d. herhan l. ooltbr, m. d. brooks h. wells, h. d. 

WH. B. FBTOR, M. D. R. H. WTLIB, M. D. 

Inetrue/are : G. A. klbtzsch, m. d. bdward m. libll, h. d. w. bvbltn pobtbr, m. d. josbph f. gray, m. d. 

G. W. JARHAK, H. D. L. J. LADIK8KI, M. D. 

Aseittants : a. b. tuckbr, h. d. c. g. kbrlby, m. d. a. abruzzo, m. d. gust ay w. bratbkabb. 

JAMES STAFFORD, M. D. MORTON R. PBCK, M. D. ALEXANDER LYLE, JR.. M. D. 

In this department the course of study consists in the presentation of cases for examination, diagnosis and treatment. 
The members of the various sections are ealled in regular order to examine the patients, and to determine the diagnosis and 
treatment under the supervision of the teacher. None but those who are members of the particular section for the benefit of 
which the clinic is given will be allowed to take part in the examinations. Members of other sections of this class may, 
however, remain in the lecture room, taking seats in the rear of the section in immediate attendance. Each member of tJu 
daee in, gynecology will be CTititled to four speSial clinica each week, with the pricHege^ ae above etated, of attending but not taking 
an active part in other cUnicefor the dteeaeee of women. 

In the hospital clinics the more important operations of laparotomy, lacerations of the cervix and perineum, fistula, etc., 
will be performed before limited sections of the class. 

Professor MundS will hold his clinics on Mondays and Thursdays of each week from 8 to 4 P. M., at the Polyclinic, and 
a special operative clinic at Mt. Sinai Hospital on Wednesdays at 2 :20 P. M. Extra clinics will be announced on the college bulletin. 

Professor Wylie will, on Tuesdays and Fridays, at 10 a. m., hold a clinic at the Polyclinic, and will operate in his wards 
in Bellevue Hospital on Wednesdays at 8 P. M. Extra clinics at Bellevue Hospital will be specially announced. 

Professor H. Marion Sims, in addition to his clinics on Mondays and Thursdays, ^10 a. m., will give operative clinics 
at stated times at St. Elizabeth Hospital. 

Professor Ck)e will lecture every Wednesday at 9 A. M. and Friday at 8 P. m. Special attention will be paid to non-surgi- 
cal gynecology, pessaries, the local application of electricity, etc. Professor Coe will hold a surgical clinic at thel^ew York Cancer 
Hospital every Wednesday at 8 p. m., at which students will be instructed in the treatment of nudignant disease of the uterus. 
He will also operate at the Woman's Hospital at hours to be designated. Drs. Eletzsch and Jarman will also operate at both 
the Woman's and Cancer Hospitals, especially during the summer term, when these gentlemen will have charge of the clinics. 
Dr. Jarman will lecture on operative gyiiecology every Friday evenmg at seven during the Winter term. 

Through the courtesy of Drs. Hanks, Nicoll and Cleveland, a limited number of invitations are issued to their operations 
«rt the Woman's Hospital, and to Dr. Cleveland's clinic at the Cancer Hospital. 

In addition to the above clinics are those of Dr. Goffe, Dr. Colly er and Dr. Wells. 

By the courtesy of Dr. T. A. Emmei the instructive clinics held at the Woman's Hospital are open to a limited number 
of the members of the class in Gynecology at the Polyclinic. 

SURGERY. 

Professors : J. A. wybth, m. d. y. p. gibney, m. d. arpad o. gbrbtbb, m. d. 

Lecturers : j. p. tuttle, m. d. r. m. cramer. m. d. w. w. van arsdale, m. d. w. r. townsbnd, m. d. 

HENRY J. KELLY, M. D, 8. E. MILLIKBN, M. D. S. T. ARMSTRONG, M. D. HOWARD LILTBNTRAL. 

Instructor : w. R. ballou, m. d. 

Assistants : f. g. hubson, m. d. b. broqubt, m. d. charlbs f. haryby, m. d. j. h. browbr browning, m. d. 

8. B. MINDEN, M. D. AFF0IR8 MULLBR. JAMBS 8. BNNIB, 8. B. BATTEY, M. D. 

J. STAFFORD, M. D. G. D. GOLDSTEIN, M. D. W. D. BEWELL. 

From 11 to 12 a. m. clinics will be given at the Polyclinic, which will illustrate the diagnosis and treatment of the 
various surgical diseases, deformities and injuries. 

On Wednesdays and Saturdays Professor Gibney will hold the clinics on Orthopedic Surgery. On Tuesdays and Fridays 
at 8:80 A. M. operations and exhibition of patients on whom operations have been performed at the Hospited for the Ruptured 
and Crippled. Facilities for attending these hospital clinics will be t,iven members of the class. On alternate days at this 
hour, sections of the class will be admitted to the clinics in general surgery, and to the study of cases in the hospital wards. 
A regular clinic, in which all the usual major operations will be performed, will be held during the fall and winter at Mt. Sinai 
and German Hospitals, by Professors Wyeth, Gerster and Flunrer. Professor Gerster will give one clinical lecture in the 
afternoon at the Polyclinic and two clinics at the Mt. Sinai or German Hospitals each week. 

On one day of each week, from 8 to 9 P. M., Dr. Kelly will give practical instruction in bandaging, the use of Hurgical 
appliances, and the various methods of using plaster-of -Paris. 

During the winter session Dr. W. W. Van Arsdale will give a series of lectures ui>on the antiseptic method in surgical 
]/ractice, with demonstrations of the mode of preparing the antiseptic material. 
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OPERATIVE SURGERY AND SURGICAL ANATOMY. 

ProfeHor : robbrt h. m. dawbarn, ic. d. iMATttetor : Howard oillespib htbbs, m. d. 

AstigtarU : b. 8. collinb, m. d. 

This course consists of daily lessons, covering a period of between two and three weeks ; and Professor Dawbam will 
demonstrate a large number of operations. 

These operations are performed by the members in tarn, after a description by the Professor of the most recent methods. 
The operations comprise the ligations of arteries, amputations, excisions of joints, the special surgery of the abdomen, includ- 
ing lithotomy and gunshot wounds of the intestines, also skull, tracheal, thoracic and other regional work in general surgery. 
Much time is devoted to small and frequently needed operations. 

Work begins on or about September 15th, and ends with the advent of warm weather in May. 

Each class is limited to irix members. Membership is in the order of taking out tickets. 

GENITO-URINARY SURGERY. 

Professor : w. f. fluhrer, m. d. Ledwrer : h. t. nordbman, m. d. 

hutruetors : f. c. hubbon, m. d. w. r. ballou, m. d. 

Asnstanti : w. o. btatbb, h. d. jaicbb TirTBRiNOTON, m. d. jahbb s. bbnis, m. d. 

CHARLBB TBUHBULL, M. D. 

Four clinics each week will be ^ven at the Polyclinic, on the special surgery of the Genital and Urinary Organs, by 
Professor Fluhrer and his assistants. Professor Fluhrer will also operate before the classes in Bellevue and Mount Sinai 
Hospitals. 

DISEASES OF THE RECTUM AND ANUS. 

Leeturer : jambb p. tuttlb, m. d. 
This course consists in two clinics weekly, held from 7 to 8 P. m. , at which are exhibited and treated all the ordinary 
diseases of the Rectum and Anus. Special attention is given to the anatomy and physiology of the Rectum. An effort is made 
to give each student opportunities for the examination and diagnosis of cases, and they are called upon in turn to assist in the 
various operations. Much time is spent in familiarizing tne class with the practical application of the instruments and 
methods used in the local treatment of these diseases, as the clinic furnishes an abundant supply of material for such studies. 

HERNIA AND ASSOCIATED DISEASES. 

Lecturer : s. b. icillikbn, m. d. 
Two clinics a week, from to 10 a. m., are devoted to the operative and mechanical treatment of hernia. 

DISEASES OF THE CHEST, PHYSICAL DIAGNOSIS AND GENERAL MEDICINE. 

Professors : r. c. m. paob, h. d. hbnrt m. hbinbman. m. d. 

Lecturers : a. b. popb, m. d. w. n. hubbabd, h. d. f. o. mandelbaum, m. d. john s. thacher, m. d. 

BDWARD J. WARE, M. D. 

Instntctors : william c. riybs, h. d. j. h. ttkdall, m. d. h. altbhal. 

Assistants : h. w. wootbb, m. d. tullt, m. d. b. gilbert, m. d. w. b. b. prbbton, m. d. 

J. EUOBNE KINNET, H. D. C. L. ALLEN, M. D. F. B. LAW80N, M. D. M. A. MOSES, M. D. 

In order to secure a more thorough understanding of the clinical features of the cases presented, the course in the 
department of Professor P^e, given on Mondays and Wednesdays from 2 to 8 p. m., and at the Northwestern Dispensary, 
Mondays, Wednesdays and Fridays, 9 to 10.45 a. m., will include : 1. Special and minute anatomy of the chest and contents. 
3. Chest acoustics. -8. Auscultation and normal respiration and normal heart-sounds. 4. Abnormal respiration and abnorinal 
heart-sounds, rhythm and movements, and their interpretation. 6. Rales, rhonchi, and their significance. 6. Heart-murmurs 
as evidence of organic disease and functional derangements. 7. Inspection, palpation, percussion and auscultation — diagnosis, 
prognosis, treatment. 

At the same hour on Tuesdays and Saturdays, from 2 to 8 p. m., in addition to the above. Professor Heineman will 
present cases, demonstrating all the typical functional and organic lesions in the range of general medicine. Special attention 
will be given to the development of individual cases clinically, and to systematic instruction in symptomatology, methods of 
physical exploration,' differential diagnosis and therapeutics. Sections of the class will accompany Professor Heineman in the 
examination and treatment of cases in the wards of Mt. Sinjd Hospital. 

On Thursdays, at 2 P. H., Dr. Thacher will give special instruction in diseases of the abdominal organs and the blood. 

DISEASES OF CHILDREN. 

Professors: l. emmet holt, m. d. august seibebt. m. d. 

Lecturers: billon brown, m. b. f. m. crandall, m. d. w. f. mabtin, m. d. 

InstruOors : o. w. racbel, m. d. 

Assistants : thos. b. southwobth, m. d. m. oross, m. b. gharlbs bartbls, m. d. kate l. sterling, m. d. 

T. A. SOUTHWAITE, M. D. ELIZABETH T. BOBBINS, CHA8. BABTELB. ADOLPH BARON. TABNELL. 

Professors Holt and Seibert will hold a daily clinic from 10 to 11 a. m., at which the diseases of infancy and childhood 
will be fully illustrated. Nearly 200 children are treated in this clinic during the year. Special lectures will be given upon 
the subjects of infant feeding, pneumonia, the intestinal diseases and diphtheria. 

In addition to the rich supply of clinical material, the lectures are illustrated bv the demonstration before the class of 
pathological specimens from the different institutions with which the members of this department are connected ; that the 
student may not only be familiar with the clinical symptoms, but with the pathological conditions upon which they depend. 
This instruction is made a special feature of this department. 

Courses on intubation are given to such students as may desire practice upon the cadaver by Dr. Dillon Brown. 

DERMATOLOGY. 

Professors: a. b. robinbon, m. d. bdwabd b. bbonbon, m. d. 

Lecturers : j. a. fordtce. m. d. f. h. dillinoham, m. d. 

AssistariU: L. f. keifbb, m. d. j. a. r. bobinbon, m. d. g. s. linbe, m. d. coudebt. 

Four clinical lectures a week will be given by the professors in this department during the regular session, and will be 
ixmtinued during the summer by the lecturers or instructors. 
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Particular attention is given to the diagnosis and treatment of the yarioas skin diseases, including cutaneous cancers, 
and to this end there is always an abundant supply of clinical material. In addition to the material at the college the class 
will receive instruction in venereal disease from Prof. Bronson, at Charity Hospital, where there is the largest venereal service 
in this country, and in cancer from Prof. Robinson, at the Cancer Hospital. 

OPHTHALMOLOGY, 

Professors : emil grubnino, m. d. david wbbbtbr. m. d. t. b. poolby, m. d. 

Lecturers : alfred n. strousb, m. d. carl roller, m. d. neil j hbfbubn, m d. wm. b. marple, h. d. 

J. HERBERT CLAIBORNE, M. D. JUSTIN L. BARNES, M. D. 8. M. PAYNE M. D. W. C. GILLIAM, M. Dl 

Instructors : r. w. ring, m. d. m. p. crowley, m. d. g. f. carey, h. d. qeo. w. caldwell, m. d. j. e. giles, m. d. 

H. E. STAFFORD, M. D. CHAS. R. JACKSON, M. D. H. L FOSTER, M. D. ALICE WAKEFIELD, M. D 

Professors Gruenin?, Webster and Pooley, or their assistants, will hold a daily clinic at the Polyclinic, from 9-10 a. m.,. 
and 2-8 p. m Dr. Carl f oiler will occupy the hour from 2-3 on Tuesdays and Thursdays. The diagnosis and treatment of 
diseases and injuries to the eye will be taught, including the use of the Ophthalmoscope, the adjustment of glasses and 
surgical operations. 

Members of this class will also be permitted to attend the operations of Professor Webstex ai the Manhattan Eye and 
Ear Hospital, those of Professor Gruening at the N. Y. Eye and Ear Infirmary and at Mt. Sinai Hospital, and those of Prof. 
Pooley at the New Amsterdam Eye and Ear Infirmary. 

LARYNGOLOGY AND RHINOLOGY. 

Professors : d. bryson delayan, m. d. Joseph william olbitsmann, m. d. 

Lecturers : Francis j. quinlan, m. d. Robert c. myles, m. d. Richards, m. d. 

Instructors: s. m. payne, m. d. o. a. Richards, m. d. 

Assistants : b. w. monichol, m. d. p. y. burnett, m. d. j. b. hallwood, h. d. m. d. lederman, h. d. 

H. H. PAINTER, M. D. W. F. MORRISON, H. D. HENRY D. WHITE, M. D. T. W. ERDHAN, M. D. 

GEO. W. CALDWELL, M. D. ALBERT G. WEED, M. D. PECK, M D. 

On four days of each week, from 4-5 p. m., there will be demonstrations of the latest methods of inspection, diagnosis 
and treatment of tne diseases of the nose, mouth, pharynx and larynx. The members of the class will be familiarized with 
the instruments of precision appertaining to this department. 

Dr. George A. Richards will conduct two evening clinics a week : Wednesdays and Fridays, from 8-9 P. M. 

Dr. Robert G. Myles will give a series of demonstrations of the naso-pharynx upon the cadaver. There is no extra 
charge for this course. 

OTOLOGY. 

Professor: oren d. pomeroy, h. d 

Lecturers : j. o. tansley. m. d. Matthias l. foster, m. d. franklin sopeb, m. i>. 

Instructors: E. p. hoover, m. d. b. w. monichol, h. d. 

Assistants: j. b. hallwood, m. d. * d. m. woolly, h. d. j. a. blakb. m d 

H. B. STAFFORD, M. D. B. FRITZ, H. D. J. H. MORRISON, M. D 

The department of Otology has been extended so as to embrace four clinics a week . Mondays and Thursday from 4-5 
p. M., and Tuesdays and Saturdays from 8-9 p. m. All the clinical material in the Manhattan Eye and Ear Hospital on Mon- 
days, Wednesdays and Fridays has been turned over to the Polyclinic, in addition to the material at the Polyclinic Building. 
The diagnosis and treatment of ear diseases in general is taught by the exhibition of cases. Operations are performed both at 
the Polyclinic and at the Manhattan Eye and Ear Hospital, and the technique of Otology is thoroughly illustrated by practical 
work. Dr. Pomeroy's clinics at the Manhattan are placed at the service of the class. 

DISEASES OF THE MIND AND NERVOUS SYSTEM. 

Professors : landon carter gray, m. d. b. baghs, m. d. 

Lecturers: w. b. pritohard, m. d. christian herter, m. d. robt. b. newton, m. d. 

Instructors: E. o. mason, m. d. 8. t. Armstrong, m. d. a. wiener, m. d. 

R. O. SHULTZ, M D, L. j. MORTON, M. D. 

Assistants ; f. t. metcalf, m. d. j. t. kevin, m. d. t. b* bowman, m. d. 

Professor Gray's course will be one of systematic demonstration of the clinical features of the diseases of the mind and 
nervous system, on Monday, Wednesday and Friday of each week from 1-2 p. m., as well as of special instruction in the 
mechanism and application of electrical and other apparatus used in the diagnosis and treatment of diseases of the nervoas 
system. 

Professor Sachs will, in the course of his clinical lectures, cover the entire field of cerebral, spinal and peripheral nerve 
diseases, keeping in view the needs of the advanced general practitioner. He will also give a course of lectures on insanity 
(with exhibition of patients) at regular intervals during the session. 

Dr. C. A. Herter will give a regular series of lectures on the Anatomy and Pathology of the Nervous System, with 
special reference to diagnosis. These lectures will be fully illustrated by means of dissections, preparations, models, micros- 
copical specimens and charts. 

Dr. Herter will also receive at bis laboratory, students wishing to do special work upon the Anatomy and Pathology of 
the Nervous system. 

Dr. A. Wiener will give systematic instruction in Medical Electricity. 

OBSTETRICS. 

Professor : edward a. aters, m. d. 
Instructors : julius Rosenberg, m. d. t. j. mcoillicuddy, m, d. 

Assistants : adolph baron, m. d. bartlett gilbert, m. d. benj. wolf stiefel, m. d. 

Clinical demonstrations are given to members of the class by Professor Ayers illustrating practically the management 
of deliveries, including the use of Barnes' dilators and forceps. Opportunity is afforded for practicing abdominal palpation 
for the diagnosis of foetal position, with demonstrations of external version where needed for the prevention of mal-positions. 
A large out-door obstetrical service will afford physicians opportunity for attending confinements 

The management of difi&cult presentations, and the recent improvements in major obstetric operations, will be illustrated, 
and the most approved methods of treating the diseases of pregnancy will be discussed. 
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OTHECOLOOIGAL CUHIGS. 



HouBS ov Attxndanox. 


MONDAY. 


TUESDAY. 


WEDNESDAY. 


THURSDAY. 


FRIDAY. 


SATURDAY. 


0-1O a. m. 


Prof. Sims. 


Prof. Wylle. 


Prof. Coe. 


Prof. Sims. 


Prof. Wylie. 


Dr. Wells. 


8-4 p. m. 


Prof. Mund6. 


Dr. R. Wylie. 


Dr. Collyer. 


Prof. Mand«. 


Prof. Coe. 


Dr. Porter. 


4-5 p. m. 




Dr. Goffee. 






Dr. Goffee. 




7-8 p. m. 










Dr. Jarman. 





Wednesday, at S p. m.. Prof. Muiidd will operate at Mt. Sinai Hospital. 
Frof . Coe operates at the Woman*8 and Cancer Hospital on Wednesday. 
Dr. Goffe will operate at Randall's Island Hospital, Mondays, at 8 o'clock. 

Members of the class are admitted to the Woman*s Hospital by special ticket. 



Thursday, at 8 p. m.. Prof. Wylie will operate at Bellevue Hospital. 
Prof. Sims operates at St. Elizabeth Hospital one or two days a week. 



SVBOICAL CLIHIC8. 



9-1 a. m. 


Dr. Van Arsdale. 




Dr. Milllken, 
Herfika, 


Dr. Van Arsdale, 




Dr. Milliken, 
Bemia. 


11-12 a. m. 


Prof. Wyeth. 


Prof. Gerster. 


Prof. Gibney. 


Prof. Wyeth. 


Prof. Gerster. 


Prof. Gibney. 


2-3 p. m. 


Dr. Ulienthal. 


Dr. Creamer. 


Dr. Nordeman, 
OerUto-Urinarv. 


Dr. Cramer. 


Dr. Lilienthal. 


Prof. Nordeman, 
OeniUhUrinary. 


7-8 p. m. 




Dr. J. P. TutUe. 
qf ths Rmtum. 


Dr. Van Arsdale, 

AsepOe and And- 

t^tic Surgery. 




Dr. J. P. Tuttle. 





Until Febmarr of each session. Profs. Wyeth and Gerster will operate 
«n or twm two to four days of each week m the Mt. Sinai Hospital. 

Prof. Gibney operates at the Hospital for Ruptored and Crippled at 
;&90 A. M., on Tuesdays and Fridays. 



After February Prof. Gerster wiU operate at the German Hospital. 
After February, Prof. Wyeth will operate at the PolycUnic HospitaL 
Operative Suiyery on Cadaver daily at hours announced by Prof. 
Dawbam. 



8PSGIAL G0XT&8S DT OSHITO-XTBIVABT BXTBOEET. 



4-5 p. m. 



Prof. Flnhrer. 



Prof. Fluhrer. 



EYE CLUflCS. 





MONDAY. 


TUESDAY. 


WEDNESDAY. 


THURSDAY. 


FRIDAY. 


SATURDAY. 


9-10 a. m. 


Dr. Barnes. 


Prof. Pooley. 


Dr. Claiborne. 


Prof. Pooley. 


Dr. Ring. 


Dr Claiborne. 


2-3 p. m. 


Prof. Grueninir 
orDr Strouse. 


Dr. KoUer. 


Dr. Payne. 


Dr. KoUer. 


Prof. Gruening 
or Dr. Strouse. 


Prof. Webster. 



OPERATIONS. 

By Prof. Gruenlng, at Mt Sinai Hospital. Thursdays at 8 P. M. By Prof. Pooley, at New Amsterdam Eye and Ear Hospital, daily at < P. M. 

By Prof. Webeter, at Manhattan Eye and Ear Hospital, Mondays, Wednesdays and Fridays at 8.15 P. M. 

PRACTICE WITH THE OPTHALMOSCOPE. 



Wednesdays and Saturdays at 8-4 P. M., at Polyclinic, Dr. Stafford. 
FMdays at 8-4 P. M.. at Polyclinic, Dr. Strouse. 



»IvcUnlc, Dr. strouse. by Dr. Ring. 

lays at 7-8 P. M., at the Manhattan Eye and Ear Hospital, by Dr. Hepburn. 



Wednesdays at 7-8 P. M., at the Manhattan Eye and Ear Hospital, 



THEOAT, V08S AND BAB GUBIGB. 



4-8 p. m. 



7-8 p. m. 



8-9 a. m. 



Prof. Pomeroy, 
Ear Clinic. 



Dr. Mylee. 
Throat and Note. 



Prof. Delavan. 
Tfuroat and Note. 



Dr. Tansley, 
Ear Clinie. 



Prof. Gleltsmann, 
Throat and Note. 



Dr. Richards, 
Throat and Note. 



Prof. Pomeroy, 
Ear CUnie. 



Dr. Myles, 
Throat and Note. 



Prof. Pomeroy will operate every Wednesday at 8.15 P. M.. at the Manhattan Eye and Ear Hospital. 
Br. Myles will demonstrate the Anatomy of the Throat and Nose, Saturday evenings, at 8 o'clock. 



Prof. Delavan, 
Throat and Note. 



Dr. Richards. 
Throat and Note. 



Prof. Gleftsmann. 
Throat and Nom. 



Dr. Foster. 
Ear Clinic 



Dr. Myles 



PATHOLOOY, BACTBBIOLOOT AND GLIHICAL MIGB08G0PY/ 



8-12 p.m. 



8.30-10 p. m. 



Dr. Thacher. 
Dr. G. A. Tuttle. 



Dr. Beach. 



Dr. Beach. 
Dr. Tuttle. 



Dr. Beach. 



Dr. Thacher. 
Dr. Tuttle. 



Dr. Beach. 
Dr. Tuttle. 



Dr. Beach. 



* Members of the class can select for study in the Laboratory any hour between 8 A. M. and 12 M. 
Uboratory closed from August 1 to September 15. 



Dr. Thacher. 
Dr. Tuttle. 



Dr. Beach. 



Dr. Beach. 
Dr. Tuttle. 
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STATE, TERRITORY OR COUNTRY. 



Alabama 20 

Arkansas 4 

Bermada. 1 

California 3 

Canada 26 

Central America 1 

China 1 

Colorado 2 

Connecticut 10 

D.C 4 

Dakota, North 2 

Dakota, South 1 

Florida 2 

Georgia 26 

Indiana 15 

Indian Territory 6 

Illinois 12 

Iowa. 7 

Italy 1 

Japan 1 

Kansas 1 



Kentucky 24 

Louisiana 8 

Maine 3 

Massachusetts 6 

Michigan 7 

Minnesota 8 

Mississippi 10 

Missouri 26 

Montana 2 

Nebraska 10 

North Carolina 19 

New Hampshire 8 

New Jersey 6 

New Mexico 1 

New York 66 

Oregon 8 

Ohio 21 

Pennsylvania. 16 

Rhode Island.' 2 

South Carolina 7 

Tennessee 22 



Texas 80 

U. S. Navy 2 

Virginia 8 

Vermont 1 

Washington i 

Wisconsin T 

West Virginia 7 

Total 468 

Total 1882-8 161 

" 188S-4 182 

" 1884-5 229 

" 1885-6 240 

*' 188(V-7 801 

" 1887-8 887 

" 1888-9 888 

" 1881MK) 422 

" 1890-91 468 

Total number from the opening 

of the school .\718 



0S9SBAL OBDBB OF GLIHIG8-WIHTBB 8ESSI0V, 1891-92. 



HOURS OP ATTENDANCE. 


MONDAY. 


TUESDAY. 


WEDNESDAY 


THURSDAY. 


FRIDAY. 


SATURDAY. 


8-lS a. III. 


Pathology* 
and Bacteriology. 


Dr. Thacher. 
Dr. Tuttle. 


Dr. Beach. 
Dr. Tuttle. 


Dr. Thacher. 
Dr. Tuttle 


Dr. Beach. 
Dr. Tuttle, 


Dr. Thacher. 
Dr. Tuttie. 


Dr. Beach. 
Dr. TutUe. 


».10 ft. m. 


Gynecology. 


Prof. Sims. 


Prof. Wylle. 


. Prof.Ooe. 


Prof. Sims. 


Prof. Wylle. 


Dr.WeUs. 


Diseases of the Eye. 


Dr. Barnes. 


Prof. Pooley. 


Dr. Claiborne. 


Prof. Pooley. 


Dr. Ring. 


Dr. Claiborne. 


».10 a. m. 


Surgery. 


Dr.VanArsdale 




Dr. MiUlken, 
(Hernia). 


Dr.VanArsdale 




Dr. Milliken. 
^Hernia). 


10^11 a. m. 


Diseases of Children. 


Prof. Selbert. 


Prof. Holt. 


Prof. Selbert. 


Prof. Holt. 


Prof. Seibert. 


Prof. Holt. 


11.12 a. m. 


Qeneral and Orthopedio 
Surgery. 


Prof. Wyeth. 


Prof. Gerster. 


Prof. Gibney. 


Prof. Wyeth, 


Prof. Gerster. 


Prof. Oibney. 


l.« p. m. 


DiseaMS of the Skin. 
Difleasee of the Mind and Neryea 


Prof. Bronson. 


Prof. Robinson. 






Prof. Bronson. 


Prof. Robinson 


Prof. Gray. 


Prof. Sachs. 




Prof. Sachs. 


Prof. Gray. 


Prof. Sachs. 


2*S p. m. 


Surgery- 


Dr. LlUenthal. 


Dr. Cramer. 


Dr. Nordeman, 
Genlto-Urlnary 


Dr. Cramer. 


Dr. LUlenthaL 


Dr. Nordeman. 
Genlto-Urinary 


2^ p. B. 


DLseaBeB of the Chest and 
General Mediolne 


Prof. Page. 


Prof.Helneman 


Prof. Page. | Dr. Thacher. 


Dr. Le Fovre. 






DiseaMfl of the Bye. 


Prof. Gmenlng. 


Dr. Keller. 


Dr. Payne. 


Dr. Koller. 


Prof. Gruenlng 


Prof. Webster. 


S.4 p. ». 


Gynecology. 


Prof. Mnnde. 


Dr. R. Wylle. 


Dr. CoUyer. 


Prof. Munde. 


Prof.Ooe. 


Dr. Porter. 


Opthalmoflcopy. 




1 Dr. Stafford. 




Dr. Strouse. 


Dr. Stafford. 




Diseases of the Throat, 
Nose and Ear. 


Prof. Pomeroy. 
Ear Clinic. 


Prof. Delayan, 
Throat A Nose. 


Pnif. tttilauiB. 
Throat A Nose. 


Prof. Pomeroy. 
EarCllnic. 


Prof. Delavan. 
Throat A Nose. 


MLOlaitsMaa 
Throat A Nose. 


4-« p. B. 


Qenito-Urlnary Surgery. 




Prof. Fluhrer. 






Prof. Fluhrer, 






Gynecology. 




Dr. Goffe. 






Dr. GofTe. 






Obstetrics. 


Prof. Ayers. 






Prof. Ayers. 






7-8 p. B. 


Surgery. 




Dr. J. P. Tuttle 

Diseases of 

Rectum. 


Dr.VanArsdaie 




pr. J. P. Tuttle 




Operative Gynecology. 










Dr. Jarmln. i 




Throat, Nose and Ear. 












Dr. Foeter, 
Ear Clinic. 


8-9 p. B. 


Throat, Nose and Ear. 


Dr. Myles. 
Throat & Nose. 


Dr. Tansley. 
Bar Clinic. 


Dr. Richards, 
Throat A Nose. 


Dr. Myles, 
Throat A Nose. 


Dr. Richards. 
Throat A Nose. 


Br. Myles. 


Fractures and Bandaging. 


Dr. Armstrong. 
Dr. Kelley. 




Dr. Armstrong. 
Dr. Kelley. 






8.80.10 p. B. 


Clinical Microscopy. Dr. Beach. 


Dr. Beach. 




Dr. Beach. 


Dr. Beach. 





Wednesday, at 2.80 p. m.. Prof. Munde will operate at Mt. Sinai 
Hospital, and Prof. Coe at the New York Cancer Hospital. 

Thursday, at 8 p. m.. Prof. Wylle will operate at Bellevue Hospital. 

Until Feomary of each Session, Professors Wyeth and Gerster will 
operate on from two to four days of each week in the Mt. Slnal 
Hospital. After February, Prof. Gerster operates at the German 
Hospital. 

Mondays, Wedneseays and Fridays^t 8.15 p. m., Prof. Webster wUl 
operate at the Manhattan Eye and Bar Hospital. 

Friday, at 1 p. m.. Dr. Van Arsdale will hold a Surgical Clinic at the 
Eastern Dispensary, comer Essex and Grand Streets. 

Prof. Pooley will hold a Clinic, daily, at 2 p. x., at the New Amster- 
dam Bye and Ear Hospital. 



Dr. Ring holdr a Clinic at the Manhattan Eye and Bar Hoepftal, 
every Wednesday evening, at 7.80 p. m., and Dr. Hepburn at the same 
Hospital, every Saturday evening at 7.80 p. m., will devote one hour to 
practice with the Opthalmoscope. 

Wednesdays, at 8.15 p. x., Prof. Pomeroy will operate at the Man- 
hattan Eye and Ear Hospital. 

Thursday, 8 p. Xr Prof. Gruenlng, will operate at Mt. Sinai Hospital. 

N. B.— Members of the Class are earnestly requested to be present 
in the Clinic Rooms promptly at the hour, and to withdraw to t&e next 
Clinic Immediately after the sounding of the gong. 
Special Operatiotii will be announetd on the Bulletin In the ^mi^img-Reomtk. 



* Members of the class can select for study In Laboratory any hour between 8 a. x- and 18 x. 



Digitized by 



Google 



Journal of Surgery. 



Vol- V- 



AUGUST, 1892. 



No. 8. 



PUBLISHED 



Iqteniatioiial Jounjal of Surgery Go. 

J. MacDONALD, Jr.,8ec'yandQen'l Manager, 

p. O. Box 687. or 14 FX«tl 8tn«t 

Nsw ToBX, N. Tm 17. S. A., 



Td iHMm an oommimloatlonfl Intended for the Bdltur, original oootsl- 

botlooe, ezoluuifet, books for review* as weU aa c — 

monSoatlons relating to the boahieas of the 

Journal, abooid be addreaaed. 



and Correspondents.— (M^ifuri 

Jfikte, ONnkol JSqpoKf, Otrrtmofid^fMftViM 

hterettt Ntwt lUmt^ 0te.^ art tnUAJUdftum mtmbtrt cftktpmftttHonwttrf 



Atakon/a90rkkgwwHAOriainaiArUelst9k(fiUddo»wUhth4mdir^ 
dm^OnQ thai Omi ar$ybt meiuiffMmibHeaikm in tkU Jamrmd, AmtiUvkh 
UMjivm tkU rtOe nmU be nttdaOy mmUomd <U the Um$ <^ temung tAs 
■mmnmHpI. 

a< tmthon^t namt and aadrt$8, oth^rwUe no atUnUon wUl be paid to tkmn. 



Editorial Department 



flKlK YORK* AUCUST, 1890. 

THE PBOGHOBIS OF OUNSHOT WOUNDS OF THE 
ABDOMEN. 



From a medico-legal point of view the prognoais 
of this class of injuries is of great importance. 
Oases are not rare in which even surgeons of acknowl- 
edged ability haye been held responsible for the 
unfavorable outcome of abdominal traumatisms, 
which, of themselves, were necessarily fatal. It is 
therefore of interest to review^ briefly, the con- 
clusions reached by Dr. P. Seliger, who has most 
carefully and exhaustively investigated this subject 
(Prager Medidniseke Wochenshrift), According to 
his statistics, gunshot wounds of the anterior abdom- 
inal wall are four times as frequent as those of the 
posterior^ and have a mortality of 54 per cent., and 
if complicated by injuries of the bones, of 78 per 
cent. Gases where the pleural cavity was perforated 
were always fatal even if the lung escaped injury. 
In the fatal cases death usually occurred within the 
first two weeks and was attributable to hemorrhage^ 
peritonitis, or septicaemia. It may happen that 
the bullet perforates the abdominal cavity without 
injuring the intestines, but usually protrusion of the 
gut occurs which renders the prognosis worsen Qun- 
shot wounds of the omentum may terminate fatally 



from hemorrhage, but otherwise the prognosis is 
good. Wounds of the stomach are usually fatal, and 
the same applies to wounds of the duodenum. An 
actual complete cure in cases of gunshot wounds of 
the small intestines is very rare, while among wounds 
of the large intestine those of the descending colon 
and sigmoid flexure are seldom fatal, and those of 
transverse colon give the worst prognosis. Recovery 
in these cases is rendered tedious by the formation of 
fistulsB, adhesions and abnormal communications, 
especially in gunshot wounds of the rectum. A 
marked contrast exists in the prognosis of intra- and 
extra-peritoneal gunshot wounds of the bladder, the 
former being uniformly fatal, while the latter give a 
mortality of only fifteen per cent. Gunshot wounds 
of the kidneys are attended with a death rate of for- 
ty-four per cent., but even in favorable cases persist- 
ent renal fistulse and chronic inflammation of the 
parenchyma are frequently left behind. In gunshot 
wounds of the liver complications with injuries of 
other viscera are frequent. The mortality as com- 
puted from the author's statistics is 26.8 per cent.; 
according to others 39 per cent. The most frequent 
sequelae are biliary fistul®, although abscesses have 
been noted. Wounds of the spleen are also fre- 
quently complicated by injuries of neighboring 
organs. The diagnosis is often very difficult and the 
mortality amounts to 65 per cent. Wounds of the 
substance of the spinal cord in the lumbar region 
result fatally, but a more favorable prognosis can be 
given in cases of effusion of blood into the spinal 
canal and injuries of the vertebrae. In gunshot 
wounds of the genitals the prognosis, quoad vitam, is 
good, but these injuries deserve careful attention 
from a medico-legal point of view because of their 
sequelae, urethral fistulae, strictures, deformities, etc. 
Dr. Seliger's studies have convinced him that in 
gunshot wounds of the large blood-vessels of the ab- 
dominal cavity a cure can rarely be obtained without 
surgical interference. The hemorrhage may be 
directly due to the projectile, or indirectly to the 
action of torn off fragments of bone, or at a later 
stage to erosion of the vascular walls from disease 
engendered by the injury. The mortality of wounds 
of the pelvic bones is also very high, death sometimes 
occuring at a late period, in consequence of ex- 
haustion or amyloid degeneration resulting from 
protracted suppuration. 
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OBTEO-MTELinS.* 



By Charles G. R. Jennings, A.B., M.D., 
Elmira, N.. Y. 

A disease which, commencing with an apparently 
trivial injury, as for example, a blow upon the leg 
above the knee, may develop so rapidly and with such 
direful consequences, that in four months the victim 
must either suffer amputation of his limb or lose his 
life, is a reality that demands earnest study of all who 
may be called upon to treat it. Having recently 
attended such a case, I wish to place before you for 
discussion the principal features of the disease, and 
then narrate the case which suggested my subject. 

Inflammation of the medullary tissue of bone, oc- 
cur3 most frequently in childhood before the time of 
puberty. It is also seen in the cachectic and scrofu- 
lous subject. Its favorite seat is in the long bones of 
the lower extremity, and it is often found in the 
lower end of the femur or the upper end of the tibia. 
It is caused by a constitutional condition, and its 
outbreak may be determined by an injury, which 
may or may not be severe, or there may be no injury 
at all and no apparent local cause for the disease. 
The constitutional condition which favors the occur- 
rence of osteo-myelitis, is now by many recognized to 
be the presence of pyogenic micro-organisms in the 
blood of the patient. How they get there and whence 
they come, is not known, but that they are capable 
of producing suppurative inflammation, either with 
or without the aid of local traumatism, has I believe, 
been clearly proven. In all forms of phlegmon- 
ous or suppurative inflammation, the presence of 
these micro-organisms may be demonstrated, and 
it is very generally believed that they stand in a 
causative relation to the process of suppuration. 

Boils, carbuncles, sub-fascial phlegmons, sub- 
periosteal and endosteal phlegmonous inflammations 
may, with very good authority, all be regarded as be- 
longing in the same class of inflammations^ namely, 
those brought about by the growth in the tissues of 
some variety of pus producing micro-organism called 
staphylococcus. But I do not wish to dwell upon 
this theory nor to provoke discussion upon the 
microbic origin of infectious diseases. My object is 
to place this form of suppurative bone inflammation 
in the class of phlegmonous inflammations above 
mentioned. 

All of these forms of phlegmon produce severe con- 
stitutional effects, and none more so than bone 
phlegmon. The reason for the latter assertion is 

•Read before the Cliemuiiff Coonty Medical Soototy, at BUnira, N. Y., 
Xaich, 1808. 



obvious ; in bone phlegmon we have a dense unyield- 
ing shell of compact bone surrounding the inflamed 
spongy tissue, so that as the products of inflammation 
are forced out into the bone spaces, the intra-osseous 
tension increases, pari passu with the exudation. It 
is this tension which contributes largely to the mis- 
chief done by the disease. Pressure forces the 
infected serum and liquefled bone tissue into the 
lymphatics and blood stream. Systemic toxasmia is 
the rapid consequence. This poisoning of the sys- 
tem may be so intense as to lead quickly to death. If 
not, then the sufferer has to struggle with septicaemia 
or py»mia. The tension within the bony walls pro- 
duces other effects besides forcing the poison into the 
circulation. It may lead to strangulation of the 
nutrient artery, and thus by choking off the blood 
supply cause necrosis. If necrosis does not ensue we 
still find, what is just as bad, an extensive destruc- 
tion of bone by the same tension. The lime salts 
become dissolved in the serum and soon the outer shell 
of bone is filled with a mass of semi-liquid infectious 
detritus. Sometimes, the compact substance is in- 
vaded and the periosteum may be stripped off from 
the bone by the burrowing of infiammatory exudation, 
or the periosteum may become inflamed by contiguity 
and will then show to the examining touch more or 
less marked thickening. In one or more places tho 
compact tissue may be undermined and destroyed 
and the presence of pus burrowing from within or 
its way through the soft parts to the surface, follow- 
ing the path of least resistance, urged onward by the 
vis a tergo, the tension above spoken of, will ere long^ 
be recognized by localized hardness and swelling of 
the flesh. The neighboring joint may become in- 
vaded. 

Osteo-myelitis is a disease, therefore, which exhibits 
a much graver tendency than other phlegmon^ be- 
cause of its anatomical condition. Without surgical 
interference it makes terrible havoc and I may say 
leads almost surely to death. 

As to treatment, I shall not have to trespass long 
upon your attention. The treatment is to relieve the 
tension, remove the dead products of inflammatory 
action, establish drainage for future trouble, leave the 
inflamed parts clean— aseptically clean if possible— 
and help nature do the rest. There is only one way 
to relieve the tension, and that is to cut down over 
the inflamed bone and make abundant opening 
through the compact tissue. When should this be 
done ? As soon as the diagnosis of osteo-myelitis is 
established. I will not take your time to rehearse 
the details of the operative procedure, but will at 
once relate a case which well illustrates what this 
disease can do, and also gives no uncertain warning 
against delay in surgical treatment. 
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On the 23d of last October^ I was called in consulta- 
cion to see Charlie L., aged 13, of German parentage, 
good family history, and no evidence of syphilis, 
struma or other constitutional taint, unless in the 
case of one sister from whom I had removed enlarged 
tonsils. The boy received a slight injury to the 
lower extremity of the left thigh, some two weeks 
before I saw him. The thigh swelled rapidly, the 
lymphatics were engorged and inflamed and very 
tender; there was exquisite tenderness elicited by 
firm pressure upon the bone, and there was severe 
constitutional disturbance, chills and sweating and a 
daily rise in temperature to 104*^ or 106^. The peri- 
osteum was not thickened at any point where I could 
feel it. There was no deformity indicating fracture, 
no crepitus on motion, no shortening by measurement. 
The swelling was greatest two inches above the knee, 
and was fusiform in shape, extending four or five 
inches upward and as far as the patella downward. 
The patella did not float, the motions of the joint 
were not restrained except by the swelling around the 
tendons above. The joint did not appear to share in 
the trouble. There was a well marked erysipelatous 
flush of the skin over the lower half of the thigh. 
This erysipelatous flush taken with the lymphadeni- 
tis and the oedema of the soft parts confused the 
diagnosis by thrusting before our eyes the unmistak- 
ableevidences of phlegmonous erysipelas. Fortunately 
I was not misled by this, but felt convinced that the 
seat of the difficulty was in the bone, and if so we had 
a grave form of bone inflammation to deal with. I 
advised exploratory incision and trephining of the 
bone, in search of the mischief; but the parents 
would not consent and I did not see the case again for 
two weeks. By that time the general disturbance was 
somewhat relieved. A rational explanation of this 
would be that the compact outer wall of bone had 
given way, thereby relieving the tension. The parents 
were again urged to consent to operation, but refused. 
However, the leg was kept in a splint, the boy in 
bed, and the hypophosphites and cod liver oil were 
administered. He was very weak all this time, his 
pulse running to 120 or higher. His appetite, how- 
ever, did not fail. Subsequently the attending physi- 
cian removed from the city and the case came into 
my bands. 

On Feb. 18th, the disease had extended more than 
half way up the shaft, and in one place above the 
middle the bone had given way, ao that there was a 
well marked angular deformity. The parents now 
consented to operation. 

On Feb. 21st, with the assistance of Drs. William- 
son and Soble, of this city, I did the following opera- 
tion : Wishing to lose as little blood as possible, for 
the boy was weak, and a careful examination of the 



bone would require a bloodless field, and yet not 
daring to apply the Esmarch bandage lest infectious 
material might be forced into the general circulation, 
I elevated the leg a few minutes and then adjusted 
the elastic band at the level of the groin. Most pains- 
taking attention was given to antisepsis, and asepsis 
too, for that matter. The incision was made on the 
outer side of the thigh, because the bone is there more 
superficial and the field of operation less vascular. 
The incision began well above the upper limit of 
disease and extended downward to a point above 
where I had a right to expect the capsule of the knee 
joint would reach. You see I was still not without 
hope that something might be done to save the leg, 
and 80 I wished to avoid opening the knee. When 
the bone was exposed, however, we found the follow- 
ing hopeless condition of things : The periosteum 
was dissected from over a large part of the bone 
within reach. The bone was completely undermined 
transversely at the junction of middle and upper 
third, giving the fracture above mentioned. The 
periosteum was rough for an inch above this point, 
and the probe found softened bone for the same dis- 
tance upward on the interior. The lower two-thirds 
of the shaft was split longitudinally for four inches 
and the two split fragments were separated by three- 
quarters of an inch. The examining finger passed 
downward through a recent rent directly into the 
cavity of the knee joint. To the inner side of the 
femur, among the muscles of the thigh, was a collec- 
tion of more than a pint of dirty pus. [This was well 
recognized long before the day of operation, but I 
could not get consent to tapping and, in fact, did not 
see much to be gained by tapping it without a more 
radical operation]. Having hastily made this exam- 
ination, I at once amputated about three inches from 
the hip going above the carious bone. 

Subsequent inspection of the amputated leg showed 
that the disease began at the level of the lower epiphy- 
sis. The boy is now doing well and bids fair to 
recover. In my opinion the leg might have been 
saved by an early operation, but in this case, as we so 
often find, the parents and relatives make up a com- 
plication fully as insurmountable as the disease itself. 

THE OAHSES AND TEEATMEHT OF BINTTBES BE- 

BULTnra fsoh abdominal seotion.* 



By Akdbbw F. Gubbier, M.D., New Yoek. 



One of the most impressive and important facts in 
connection with the history of morbid conditions in 
animal life is the constant effort of nature to protect 

* Abstract of paper read before the Seotion of Obstetrlos and Gyne- 
cology, at the meeting of the American Medical Amoolation, held in 
Detroit, Mich., Jane 7-10. 18tt. 
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the body from the reanlts of injury. Whether the 
injury be mechanical or chemical this conservative 
and salutary influence is ever present, ever alert to 
repair existing damage, to anticipate that which may 
be. The ancients recognized this influence under tlie 
term vis medicatrix naturm, but could give no satis- 
factory explanation of it. Modern pathological 
anatomy and chemistry have analyzed it, and the 
result is pathological science as we understand it to- 
day. The debt which the world owes to Virchow, 
Gohnheim, Lister, Eoch, Pasteur and others, most of 
them our contemporaries, for their patient and pro- 
found labors in this fleld of inquiry is beyond estima- 
tion. The wonderful processes which they have 
explained are suggestive of something more than the 
so-called '' blind processes of nature,^' they speak to 
us of law working by intelligence. 

The author proposed as the basis thought of his 
paper, the case of a young Irish woman in the prac- 
tice of a friend, who had been operated upon for 
tubercular peritonitis, the abdominal wound having 
been left open for drainage. The parietal surface of 
the peritoDfieum remained free, while a wall of new 
tissue gradually formed over the intestines and 
omentum completely isolating them from the pai*ietal 
peritonaeum. The bladder, uterus, and appendages 
were in the great sinus which had thus been formed 
between the layer of new tissue and the abdominal 
wall. The new tissue was friable, not very vascular, 
showed little tendency to contract, and was adherent 
to the parietal peritoneum only at its extreme limits 
in the flanks. It secreted freely, like other secreting 
membranes. Here was an example on a colossal scale 
of the sinuses which are of such common occurrence 
after the performance of abdominal section. The 
author had found but little evidence in gynaecological 
literature that this subject had received careful in- 
vestigation. The object of such sinuses might be 
regarded as a conservative action on the part of the 
peritonaeum. It was the same process which resulted in 
the formation of bands and adhesions in all portions 
of the abdominal and pelvic cavities. The new tissue 
which was formed was of low organization, and if itcon- 
tracted might not contract sufficiently to obliterate the 
lumen of the cavity when a distinct lumen was formed. 
Retrograde metamorphosis and absorption were also 
incomplete, and the result was a persistent opening 
with an annoying discharge of purulent material. 

The causes of this condition were considered as 
constitutional, irritative and septic. 

Constitutional or predisposing causes existed in 
cases in which the peritonaeum had a habit, as it were, 
of throwing out excessive secretion. This was ob- 
served in cases of peritonaea! tuberculosis, syphilis, 
malignant disease of the peritonaeum, or disease of 



any of the abdominal viscera in which the visceral or 
peritonaeal circulation was seriously interfered with. 
There was a predisposing condition in cases in which 
an abundance of peritonaeal adhesions was found as the 
result of any inflammatory process. Irritative causes 
might be mechanical or septic, but in the latter variety 
the irritation might be chemical as well as mechanical, 
Olass drainage tubes were chief among irritative agents, 
especially when very large and used too long a time. 
In some cases they were certain to cause much irrita- 
tion however properly employed. The intestines and 
omentum snugly em braced them, exudation resulted, in 
a short time a mould of the tube was formed, and the 
intestines became agglutinated to the tube and to 
each other. When the drainage tube was removed the 
concentric pressure of the surrounding stinictures 
upon the walls of the sinus, might cause them to col- 
lapse and disintegration and absorption might follow, 
but in many cases such a fortunate result did not 
occur and the sinus would continue to granulate and 
discharge indeflnitely. 

Sinuses might be caused by the irritation of too 
many or too large ligatures or sutures, or by loosened 
ligatures around tissues which had shrunk or atro- 
phied. The process might be an aseptic one as had 
been shown by Bumm. Sinuses of this character might 
lack the well-marked wall which was often present 
when a drainage tube had been used. They might be 
marked principally by the agglutination of coils of 
intestine, with a more or less abundant protective 
covering of exudate. They might be long, irregular 
and intricate and might contain pockets of considerable 
capacity. The irritating effect of ligatures was 
observed by the earlier ovariotomists and some of 
them endeavored to do without them. Thus Keith 
used the actual cautery as far as possible in place of 
the ligature, and Peaslee cut and removed the pedi- 
cle ligatures as soon as the danger of haemorrhage had 



Oauze, as a means of drainage within the abdominal 
cavity was probably less irritating than tubes of glass, 
rubber, bone or other firm material. Not a few sur- 
geons had adopted it with satisfaction to the exclu- 
sion of other means. 

Sepsis as a cause of sinuses was, as yet, too obscure a 
subject to admit of careful and exact statements. 
Sinuses sometimes occurred when no drainage had been 
employed. The ligatures might have been aseptic, but 
there might have been blood pus, serum or necrotic 
tissue as a focus of irritation, or poisonous material 
might have been introduced from without, and the 
peritonaeum have been unable to absorb or suc- 
cessfully isolate it. Clinical investigations had thus 
far played a more important part than experimental 
in the attention that had been bestowed upon this 
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subject. The reanlts of this condition were very 
annoying and often deleterious. The function of the 
intestinesmight be interfered with^ and there was always 
the danger which results to vital organs from pro- 
longed snppnration. Not unusual consequences were 
fistul» of the bladder and intestines, vesical irritation, 
nephritis^ anaBmia and intensification of pre-existing 
tubercular or syphilitic disease. The beneficial effect 
of the primary operation was lost in the intensity of 
the new condition which had been introduced. Ex- 
ploration of the sinuses was often difficult on account 
of their extent and the danger of penetrating the 
intestines or the peritonsBum. The alternatives of 
treatment were expectancy^ palliative, or radical 
measures. Expectancy meant doing nothing, which, 
though the method of despair, was very often followed 
by a spontaneous cure. Especially was this the case if 
the general nutrition could be maintained. Palliative 
measn res were numerous and of varying utility. Thor- 
ough cleanliness was apre-requisite, but was often diffi- 
cult to maintain if the sinuses were long and irregular. 
Various antiseptic solutions were useful for irrigation 
including carbolic acid, creolin and that of Thiersch. 
It wna believed that they were more efficient if used 
hot. The abdominal opening should be large enough 
to permit free exit of discharges. Applications of 
nitrate of silver and trypsin had been used with ad- 
vantage. The latter would digest the cicatricial tissue, 
but it would also effect an opening into the intestine or 
bladder nnless great caution were used. Theauthorhad 
seen both of such accidents from its use. Drainage 
from abdomen to vagina had proved efficient in some 
cases, but it would fail in others, as in a case which 
waff* narrated. 

The removal of an offending pedicle ligature would 
not always be followed by the healing of the sinus. 
For obstinate cases there remained only the radical 
procedure of reopening the abdomen, breaking up 
adhesions and dissecting away adventitious tissue. 
This might be an operation of great magnitude, and 
might also result in failure. With suitable improve- 
ments it would probably be the method of treatment 
of the future. 



AB8TM0T OF PAPER ON COMBINED OTNEOOLOaiGAL 
OPERATIONS* 



By George M. Edebohls, A.M., M.D., 
New York. 



The tendency of modern gynecology is to progress 
in a surgical direction. 

The uncertainties and unreliability of other methods 
of treatment as compared with the results obtained by 
surgical measures are proverbial. 

* Bead before the Section on Obstetrics and Diseases of Women, 
American Xedical Association, Detroit, Jnne, 1800. 



With the rapid strides forward of surgical gynecology, 
this contrast is daily becoming more accentuated. 

Increased confidence in results growing from in- 
creased experience and progressive skill, will incline 
the individual operator more and more to trust to 
surgical resources. 

Many cases require more than one gynecological 
operation to effect a cure. 

All gynecological operations required in a given 
case should at the present day, as a rule, almost with- 
out exception, be performed at the same sitting. The 
patient has a right to expect this from the expert, 
claiming to possess the highest degree of operative 
skill. That this will be the standard of the near 
future the author does not doubt. 

Success in combined gynecological operations pre- 
supposed first of all perfect asepsis and a not too pro- 
longed anesthesia. The duration of the latter need 
but very rarely exceed one and a half hours even in 
the most difficult cases. 

Other things necessary are the requisite degree of 
operative skill and dexterity, sufficient and efficient 
assistance, a perfected technique of the various opera- 
tions attempted, and an instrnmentarium suitable to 
rapid work. 

The author described his instrumentarium and the 
technique of the various gynecological operations as 
practised by him. 

Combined gynecological operations may be divided 
into two general classes: 

1. Combinations into which a laparotomy does not 
enter. 

2. Combinations of which a laparotomy forms part. 
The expert operator should be able to perform any 

required combination of operations of the first class 
within the time limits of safe aiisesthesia. 

The same statement holds good of the combinations 
of operations of the second class into which a simple 
laparotomy entered. When a difficult laparotomy 
forms part of the combination, the patient's interests 
may occasionally be better served by operating at two 
sittings. 

Examples of combinations of both classes were given 
from the author's practice. To cite but one example, 
the author has a number of times in cases of complete 
procedentia uteri, performed curettement, amputa- 
tion of the cervix, anterior colporrhaphy, colpo.i>eri- 
neorrhaphy and ventrofixation of the uterus at one 
sitting, doing the five operations within seventy-five 
minutes. 

As a result of his experience and success with 
plastic work, he considers total extirpation of the 
uterus for prolapsus justifiable only under very ex- 
ceptional conditions. 

There is no excuse for a mortality in combined 
operations of the first class. The mortality of com- 
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binations into which a laparotomy entered will depend 
upon that of the special intra-abdominal operative 
interference required. 

The author concluded his paper with a frank 
recital of all his failures in combined gynecological 
operations. 



THE TBEATMENT OF ESHOBBHOIDS BT OASBOUO 

AoiD nrjEonov. 



By J. W. Hallum, M.D., Oarbollton, Ga, 



The treatment of hemorrhoids by carbolic acid 
injection is a method that I hesitate to present and 
advocate before this Association, not because of any of 
its defects, but on account of its opponents. 

To OoUes, of Dublin, has been accorded the honor 
of first treating piles hypodermically, in 1874. Dr. 
S. H. Sturgeon, of this country, claims that he 
reported cures by the injection of carbolic acid in the 
Medical Brief, for 1874. There was but little atten- 
tion given the subject before Dr. W. P. Agnew, of 
San Francisco, reported his cures by this treatment, 
in the Toledo Medical and Surgical Journal in 1877. 
In 1880, Dr. Blackwood, of Philadelphia, reported 
his cures by it in the New York Medical Record. 
Since that time there have been volumes written 
upon this subject. Therefore I do not expect to 
introduce anything entirely new, but I do hope that 
I may be able to interest some of you ; at least those 
of you who have not been making satisfactory cures 
of this very common diseasft. Why you have not, I 
shall not attempt to explain, but describe my mode of 
proceeding in a country practice, where the office is 
unhandy and an operating table or chair unknown. 

It is not necessary to be a specialist in order to be 
successful in the treatment or piles by this method* 
By it *^ quacks'' have succeeded admirably and made 
inroads on our practice. The radical cure of this 
disease is comparatively unknown to the average 
physician. Are we not too often neglecting the com- 
mon disease for the more rare? Therefore I have 
offered no apology for claiming your time and atten- 
tion for a few minutes. 

It is not the object of this paper to give definitions, 
symptoms and varieties of hsBmorrhoids. I know 
of no reason why I should discuss the pathological 
anatomy of pile tumors, for they are all alike amen- 
able to this treatment, whether of recent or of long 
standing, venous or arterial origin, blind or bleeding, 
external or internal. HsBmorrhoids are sometimes 
complicated with abscess, ulcer, fissure, fistula and 
prolapsed rectum. The works of Kelsey, Allingham, 
Smith and others, give all the discriminating points 



of diagnosis, and I would respectfully refer you to 
them for such information. 

It is absolutely necessary to make no mistake in 
diagnosis when we apply the carbolic acid treatment, 
because I am satisfied it would be unsafe to inject a 
prolapsed rectum, or other healthy tissues with car- 
bolic acid. 

Piles arer uncommon in either sex before puberty, 
and I have never seen them in children ; however, 
Bryant in his Surgery, on page 533, speaks of the 
treatment and says it is alike beneficial to the child 
and adult. 

I know of no cause of hsdmorrhoids that would 
contraindicate the use of this treatment, yet I would 
not urge this method in all cases without regard to the 
patient's previous history. We are often applied to 
for treatment of piles when there is really no pile; 
nothing more than an irritated rectum, caused by 
strains, diarrhcea, a night's debauch, or the presence 
of some foreign substance. Such cases will readily 
yield, generally to hot water enemata, two or three 
times daily. 

There is another class of cases that we should 
always advise to wait for a more convenient season to 
receive treatment. These are cases of pregnancy. 
The household syringe will render these also bearable 
until her term is passed, and then if the piles persist 
we should advise the patient to have them treated ; 
but in most cases that apply for relief it is unneces- 
sary to delay but proceed at once to make a radical 
cure of the hemorrhoidal tumor. We do this by 
mixing together pure carbolic acid one part, pure 
glycerine two parts, and enough morphine and tannic 
acid that ten drops of the mixture will contain one- 
quarter of a grain each. Let this be well shaken and 
thoroughly dissolved before using it. 

I will not describe all the positions in which a patient 
may be placed for this operation ; it is so simple that 
it can be done in any position that will command a 
good view of the tumor. The one that I have found 
to be probably the best, is the one which a toad as- 
sumes when in a sitting posture. In this position 
the patient will almost invariably protrude the 
tumors by an effort at straining down . However, if 
he should fail, then by gently manipulating with the 
fingers, the contraction of the anal sphincters will be 
overcome and allow the tumor to readily pass out. 

When operating in the office I use a table about 
18 inches wide, 30 inches high, with a stool at one 
end. The patient gets on the stool with his knees 
and lies down on the table with the face downward, 
which is an excellent position for this operation. 
For obvious reasons we select the tumor highest up 
the rectum for first injection; we then insert the 
needle at right angles to the base of the tumor near 
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its base, and deposit the medicament at different 
places by moving the needle during the process of 
injection. Allow the needle to remain in position 
antil the blood in the tumor is coagulated, which will 
be accomplished in about half a minute. Then the 
tamor is reduced^ if possible, well greased, and the 
operation is complete for that time. There is more 
or less burning for a few minutes after the injection. 
In the course of fiye or six hours the tumor begins to 
throb and ache in consequence of the swelling and 
also the destruction of the pile itself. This pain will 
continue from one to not over fifteen hours — the latter 
in cases of a large external irreducible tumor. In 
about three or four days the sloughing is complete, 
leaving a granulating surface which heals rapidly. 
After the healing process is finished the next tumor 
may be treated in a similar way as the first, and so on 
nntil all have been destroyed. 

I prefer to inject the tumor while it is engorged 
and irritated, in which case the pain is not increased 
but actually diminished. I have never yet needed a 
gpeculum or any other instrument except the hypo- 
dermic syringe to do this operation successfully. I 
would suggest that not more than one large or two 
small tumors be injected at a time, because of the 
swelling consequent to the operation. Patients sel- 
dom suffer more from the operation than they do at 
any other time from an attack of the piles. 

We should advise our patients not to indulge in 
any physical exercise that requires much effort ; but 
ordinarily they are able to be up and do light work 
during the entire treatment. Nothing more than a 
gentle laxative should ever be used for the bowels. 
For the last ten years this plan of treatment has never 
produced any alarming symptoms, no secondary 
hemorrhage and no sloughing other than the pile 
itself. By it I have yet to report my first failure. 
By this method Drs. E. J. Denis, of Kansas City, 
Fred, R. Boyd, of St. Joseph, Mo., Q. A. Shufford, of 
Tyler, Tex., W. L. Rodman, of the University of 
Ky., have cured hundreds, while Drs. W. P. Agnew, of 
San Francisco, Kelly, of Cincinnati, Ives and Davis, 
of Chicago, Monroe, of Louisville, E. P. Hoyt, of 
N. Y., have each cured thousands of cases. 

A complete cure of General Purulent Peritonitis 
with Perforation, generally considered as certainly 
fatal, was achieved by Dr. Rentier, who opened the 
abdomen, allowing all the pus to escape and washing 
the cavity with an antiseptic solution which was freely 
used. The wounds were not closed, but free drainage 
was secured by means of strips of iodoform gauze. 
Two months after the operation the wounds were 
found to be completely healed, and the patient has 
laffered no inconvenience since. 



Qii>i(;al D^partm^pt 



AB80E88 OF THE LI7£B. 



By Akpad G. Gbbster, M.D. 

Profeuor of Surgery at the New York Poly clinic; ViaUing 

Surgeon to Ml. Sinai Hospital and the Oerman Ebspital, 



Gentlemek : The patient I show you to-day, is a 
young girl who was attacked with a violent pain in 
the region of the liver, accompanied by a marked en- 
largement of that organ and dullness both upwards 
and downwards, corresponding to the situation of the 
liver. The liver is movable on respiration and does 
not seem to be attached to the abdominal walls. Her 
general condition is fair, though she has a constant 
fever which is considerably aggravated towards even- 
ing. She has been continually growing worse, and I 
deem it proper to do something more than wait in a 
case so grave as this is. Nature, under circumstances 
like this, is a bad surgeon. When we have to deal 
with destruction of tissue by an acute suppurative 
process, that suppuration does not, as a rule, extend 
where we surgeons wish it should extend — towards 
the surface. A popular belief exists, which is still 
held by some medical men, that external applications 
will attract suppuration to the surface. That belief 
is an erroneous one. Suppuration extends to where 
the least resistance is encountered, into the loose con- 
nective tissue, which is usually perforated by pus. 
It is attracted towards the lymphatics, and by this we 
explain the fact that a suppurative process spreads in 
all directions before it finally perforates the surface. 
External applications, etc., are all right as long as 
you have to deal with a process on the surface, but 
when you are dealing with a suppurative condition 
situated in the deeper structures of the body, this 
rule does not hold good and your plain duty then is 
to find the location of the pus and let it out. 

Assuming that yon are dealing with an abscess of 
the liver, the pus in that case may work upwards 
towards the diaphragm, lead to a perforation of that 
muscle and enter the pleura, giving you all the char- 
acteristic symptoms of empyema. If you incise that 
pleura and drain it, you have not removed the abscess 
in the liver and the patient may succumb to the con- 
sequences of suppuration. 

This is only one of the possibilities that may occur 
in these cases of liver abscess. Again, perforation 
may take place into the free peritoneal cavity, which 
is a still graver consequence, and the patient may 
develop a purulent peritonitis. Tinder such circum- 
stances, all you can do is to write a death certificate. 
To be sure, we know that a large number of these 
liver abscesses are within the capsule of the liver and 
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that they assnme large proportions before they per- 
forate, ultimately becoming adherent to other organs, 
and permitting of safe incision. 

Now, as to the methods of treatment, which I shall 
divide into two parts, fii-st the methods of diagnosis, 
and secondly the methods of operation. 

The diagnosis is based npon physical ej^amination, 
the presence of pain and objective physical signs. 
Before we are jastified in assuming that we have a 
liver abscess to deal with and before we can plunge a 
knife into the liver, we must have more evidence 
than a physical examination can afford ; we must 
have the direct evidence of the presence of pus. You 
will first resort to a probatory puncture. Take a 
fine needle and plunge it into the liver. If the bar- 
rel of your needle shows a single drop of pus you are 
justified in going ahead and doing something more. 
If the liver abscess is not removed it will soon destroy 
so much of the liver tissue, that if you make your in- 
cision sometime afterwards, the patient will die on 
account of the miserable general condition into which 
he has passed owing to your neglect to operate in 
time. I have seen a number of such coses come under 
my care in hospital practice, where the abscess had 
been nursed for weeks until the patient was too weak 
to rally from the operation and died finally from 
exhaustion. 

To diagnosticate an abscess of the liver early and 
incise it early, are more urgently demanded than in 
abscess in other portions of the body. Rational and 
modem surgery does not plunge a knife into any 
part of the body, but opens the tissues in a gradual 
manner, and after careful preparation, picking up 
and tying every bleeding vessel and cutting only 
under the guidance of the eye. As you cut down 
along the track of the puncture made by the needle, 
you will see a little drop of pus exude from the deeper 
part of the wound. Then lay aside your knife, take 
a curved retractor and push it along the cavity of the 
abscess, when out will gush the pus. You are then 
in the place you want to be. 

The patient before us to-day, is one of those cases of 
abscess of the liver in which no adhesions at all exist. 
Here the abscess is not a large one and the case has 
been going on only for a few weeks or so. As in this 
case immediate incision of the abscess would involve 
soiling of the peritoneal cavity, we must, therefore, 
take whatever measures are necessary to prevent a pur- 
ulent peritonitis. In such a case as this, a simple ex- 
ploratory puncture with a fine needle, is a dangerous 
procedure. There are cases on record where abscesses 
of the liver, having no adhesions, were punctured 
through the abdominal walls, and septic peritonitis at 
once developed. That is a risk we do not propose to 
take. Within the last five or six years the technique 



of operating on these liver abscesses has been very 
much improved. We propose to do now whatever is 
to be done under the guidance of the eye, viz.: open 
up the abdominal cavity and inspect the liver. If 
there be adhesions which your finger could not detect 
by physical examination through the abdominal wall, 
find them. Adhesions may exist towards the dia- 
phragm, and the presence of an adhesion always means 
a threatening perforation. You should find the means 
to arrest the burrowing of the pus through the dia- 
phragm. This can be done by evacuation of the pus by 
some other route. Ten or fifteen years ago the methods 
practised were to irritate the abdominal wall by various 
counter-irritants, the actual cautery, iodine, vessicants, 
etc., and thereby produce an inflammation which 
would extend down to the liver and cause adhesions. 
These methods were found to be insufficient, if not 
barbarous. I need not mention in this connection 
the use of chemical caustics, advised by the French 
surgeons in former days, when Ciiustic potash was 
applied over the liver region every day until it burned 
through the entire abdominal wall and caused adhe- 
sive inflammation between the parietal and visceral 
peritoneum. 

An important improvement in the treatment of 
liver abscesses was brought about by a Oerman sur- 
geon. Professor Yolkmann, who suggested laparot- 
omy, exposure of the liver, protection of the peri- 
toneum by tampons, puncture of the liver to ascertain 
the exact locality of the abscess, withdrawal of the 
needle after the puncture had been successfully per- 
formed and inspection of the spot to see if any pns 
escaped from the puncture. If pus was found, then 
he packed the incision down to the liver with gauze, 
and put on a dressing. At the end of three or four 
days the gauze packing was withdrawn, exploration 
was made to see if adhesions were sufficiently firm, 
and then the liver was opened and freely drained. 
This is a good method, and I have practiced it myself 
successfully, but various authors have found that the 
irritation of the gauze was not sufficient to brin^ 
about adhesions. We know that some peritoneal 
membranes are so tolerant that they will not become 
inflamed and form adhesions, so that after insertion 
of a packing for a week, the peritoneum will look 
exactly as it did at the time of operation. This is a 
disadvantage, and of course, Yolkmann was com- 
pelled to resort to some stronger irritant. He 
accordingly soaked the gauze in an irritant sub- 
stance and introduced it into the cavity, thus exciting 
adhesive inflammation. 

Time is lost by this procedure. Many of these 
cases are in great danger. Imagine a case where per- 
foration into the pleura is threatening. You would 
not then want to wait a week to see if adhesions 
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formed. Lawson Tait, of England, has made great 
improYements in these cases of liyer abscess. He has 
shown that the liver can be treated like any other 
viscas, that like the stomachy it can be attached to 
the abdominal walls by satnres. Formerly, surgeons 
were afraid to touch the liver, because it bled pro- 
fusely, and there are cases to this day in which there is 
great engorgement of the vessels of the liver because 
of interference with the portal circulation. Under 
such circumstances, the slightest scratch is sufficient 
to bring about a very small, but continuous and 
steady hemorrhage, which will ultimately cause the 
patient's death. I have seen such hemorrhages take 
phice and therefore the idisinclination of the surgeon 
not to meddle with the liver is justifiable. 

In those cases where the diagnosis of an acute ab- 
scess is made, the adhesion of the liver to the abdom- 
inal wall can be brought about by sutures so arranged 
that the circle of sutures surrounds the place where 
the puncture has been made. Having done that the 
cmltj is packed and you wait twenty-four hours if 
the nature of the case permits of it. If the case be 
an urgent one, make your sutures tighter and cut 
down instantly. There is a certain amount of risk 
attending this procedure, but the surgeon must weigh 
the risk. If the patient is in great danger, then risk 
the danger, go ahead and incise at once. If the con- 
dition is good, then wait for twenty-four hours, 
because you know at that time firm adhesions will 
have taken place and your incision can be done with 
a great deal more safety to the patient. 

Now, as regards the incision into the liver abscess. 
It is done with the thermocautery in order to produce 
an eschar along the cut. Such an incision made with 
the actual cautery, is more apt to cease bleeding 
quickly than one made with the knife ; and in ab- 
scess of the liver, it has another advantage, in that it 
tends to check the hemorrhage. 

There is a class of hepatic abscesses in which the 
prognosis is bad, and in which, if you do interfere, 
the patients generally die. This form of abscesses 
accompanies chronic intestinal affections, such as 
acute and chronic dysentery, where emboli are carried 
into the liver and cause a large number of multiple 
abscesses which become confluent to a great extent. 
In these cases the liver abscess is only a symptom of 
a much graver malady — a symptom of a condition of 
pyemia. You may incise one abscess and incise all, 
and the patient continues to have the chills accom- 
panied by sweats, which always indicates the develop- 
ment of a new abscess; and when such a patient dies 
altimately, and you have a chance to make a post- 
mortem examination, you will find all the organs the 
seat of abscesses. 

When you have to deal with a case of iiver abscess. 



be very careful and painstaking in establishing the 
previous history of the case. If there is any previous 
history of chronic intestinal trouble, be very guarded 
about your prognosis. Say to the patient that there 
are other abscesses, that you will relieve the one in 
the liver, but cannot promise a cure of the trouble. If 
there is no chronic suppurative process going on 
elsewhere in the body, and if there is a single 
abscess, then the prognosis is good. In the case 
before us I am justified in assuming that there is a 
local trouble limited and circumscribed, and if we 
relieve that, the patient's condition will be improved 
and he will be cured. 



FnESFEBAL FEVEE AHD ITS TBEATMENT. 



By W. Gill Wylie, M. D. 

PfitfiBUor of Qynecclogy at the New York Polyelinic ; VinHng 

Oyneeologiit to Bellevue Hospital, 

This patient is twenty-five years old and has been 
married eight years. She has two children, the last 
one born six weeks ago, but has had no miscarriage. 
Since the birth of her last child she has been troubled 
with pains in the back and on the right side together 
with headache and fever. 

This woman was delivered by a foreign midwife. 
A great many of the women who come to this clinic 
have trouble from the same source. This case give^ 
me an opportunity to say a few words on the subject 
of puerperal fever. 

First, as to the prevention of puerperal fever, the 
first important consideration for a doctor is to have a 
nurse under his own personal control. 

Some time before delivery I procure certain articles 
that I need, and the most necessary one is a solution 
of bichloride of mercury and tartaric acid after the 
following formula : 

9 Hjdrargyri bichloridi 3i]. 

Addi Tartarici Sz. 

Aqu» S vlii. 

M. & S. A teaspoonful of this mixture contains two 
grains of bichloride of mercury and the addition of 
the tartaric acid renders it soluble. Then I provide 
iodoform and carbolic acid, and a needle and thread. 
The nurse is instructed to wash the vulva of the 
patient with this solution and to see that the 
bowels are regularly moved. I make it a rule to 
never examine a patient without first washing 
the handa in a mixture of equal parts of alcohol 
and tincture of green soap, and next dipping them 
in a solution of bichloride of the strength of 1-4000. 
After delivery of the woman, which process I attend 
to myself, if the instruments or the hands have 
been introduced into the vagina, the uterus and vag- 
ina are washed out carefully and the nurse instructed 
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to keep the ynlya clean. The most practical method 
of doing that is never to use a sponge, because a 
sponge once infected cannot be again cleansed. I 
instract her to throw, by means of a clean rubber 
bulb syringe, the bichloride solution into the vagina 
several times a day, and place gauze over the vulva, 
the gauze having first been squeezed out in a solu- 
tion of bichloride and dried. Then if there is any 
odor to the discharges vaginal douches are given 
of bichloride solutions and afterwards 1-100 x^ar- 
bolic acid solution till the odor has gone. If the 
patient has a rise of temperature and chill the nurse 
is instructed to use the bichloride solution every hour 
in washing out the vagina. If the temperature does 
not fall to normal, then I wash out the uterus with a 
weak solution of bichloride or with a carbolic solu- 
tion of the strength of 1-100 or 1-60. In washing 
the uterus out, I do not use a stiff glass tube, but a 
stiff gum catheter, No. 12, and I generally carry it 
up to the fundus. The connections are then made 
and the syringe pumped very gradually until the cur- 
rent passes down the vagina and out the vulva. It 
generally takes from fifteen to twenty minutes to 
clean out the uterus, and I use about a gallon of 
water. In a bad case of puerperal fever the first 
washing induces another chill and another rise of 
temperature. If you follow the instructions of the 
text books you will find that they advise the washing 
to be done but once in eight hours. I liave proved to 
my own satisfaction the fallacy of this advice. The 
germs are not destroyed by the first nor the second 
washing, and they develop again in eight hours, so 
your washing is practically futile. I have learned 
from experience the value of frequent washing out 
of the uterus in cases of puei*peral fever. 

The late Dr. J. Marion Sims once attended a 
patient who developed puerperal fever suddenly at a 
hotel in this city. She was seized with a hemor- 
rhage one morning and was carried up stairs flooding 
and in pain. Dr. Sims tamponed her after the ortho- 
dox fashion, but it did not stop the hemorrhage. 
She was curetted the next day and the bleeding was 
so profuse that the tampon was again inserted. I 
objected to this procedure because both tamponings 
were followed by a chill and fever which the second 
time rose to 105"^ F. We had now a full fledged case 
of puerperal fever. 

I then began washing out the uterus every three 
hours and remained with the patient till she was cured, 
and she is living to-day in perfect health. The mis- 
take I made was in not washing out the uterus every 
lioar. I once washed out the uterus of a patient 
who had puerperal fever every hour for twenty-four 
hours and at the end of that time the patient recov- 
ered. The next patient I hod got well in twelve 



hours. When I went to Bellevue Hospital as visit- 
ing gynecologist some years ago, the death rate of 
patients suffering from puerperal sepsis was four out 
of five cases. Nine patients with puerperal fever 
happened to be there, in all whom theiever had 
been* present for twenty hours. I washed out 
most of these cases myself and succeeded in curing 
seven out of the nine. Since that time the house 
staff of Bellevue Hospital have adopted this method, 
and four out of five cases are now cured instead of 
four out of five dying as formerly. 

One mistake I wish to call your attention to, which 
you are very apt to make in washing out the uterus 
in a case of puerperal fever, and that is, in the use of 
a stiff double catheter and failure to pass it to the 
fundus. If you ask some teachers what is the larger 
cavity two or three days after the uterus has con- 
tracted, the cervix or the fundus, you will be told 
that the latter is the larger. It is of great impor- 
tance to remember this, as it is a frequent source 
of trouble. I will relate a case to illustrate this : 

About three months ago I was called upon by a 
doctor to attend a relation of his who was quite sick. 
This woman had had a baby about ten days previous to 
his visit. She did very well the first week of con- 
finement, but at the end of this time she experi- 
enced chilly sensations and a rise of temperature of 
of 102® F. or 103*^ F., with some sore throat and an 
abscess developing in the tonsils. The doctor opened 
the abscess, taking it for granted that the fever was 
due to the throat trouble. The next morning she 
had a chill and a temperature of 104® F. or 105® F. 
The patient was attacked by one chill after another 
till the fourth or fifth day after the first chill when 
she was considered in a hopeless condition. When 
the doctor called on me and stated these facts I told 
him it was rather late, but I would go up and see 
what could be done. I called at 10 o^dock at night 
and made an examination of the patient. I found 
no positive signs of peritonitis, but gave it as my 
opinion that the woman had something in the pelvic 
cavity of a septic nature, and that unless this septic 
material was found and renioved she would not live. 
I put the patient on a table, and examined her uterus, 
when, to my surprise, I found it measured eight or 
nine inches. I said if this uterus is not large enough 
to hold sepsis I do not know what is. I did not oper- 
ate, but washed out the uterus and left one of my 
assistants with instructions to continue the washing 
every hour. I removed considerable material from 
the cavity of the organ. Shortly afterwards the 
patient had a violent chill with a rise of tempera- 
ture to 105® F., but that did not discourage me in the 
least. For six hours the uterus was washed out with 
u 1-100 carbolic acid solution and at the end of that 
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time the temperature had fallen to the normal and 
the woman got well. 

I believe now, and I say it with perfect sincerity, 
that nine cases ont of ten cases of puerperal fever 
that I am called upon to treat in from twelve to 
twenty-four hours after the onset of the attack I will 
cure by simply regulating the bowels and washing 
oat the uterus systematically and thoroughly, as I 
have pointed out to you. Within this period of time 
the sepsic material is confined to the uterus, vagina 
or cervix in a place easy to attack it and has not yet 
entered the connective tissue, veins or lymphatics. 
If I am called to wash out the uterus in a case of 
puerperal fever, and within six hours or so the tem- 
perature does not fall to normal, I then make up my 
mind that the poison has entered the connective 
tissue, veins or lymphatics, and in that event I open 
the abdomen and generally find an abscess present. 
I have done this in a case of well marked phlebitis 
or milk leg with success, which some of the most 
eminent men in town pronounced absolutely hope- 
less. I believe now that there are a great many cases 
of milk leg where suppuration takes place that ought 
to be operated upon, and yet I do not open the belly 
every time as some suppose. 

8TEI0TTJEE OP THE URETHEA. 



By John A. Wyeth, M.D. 

Professor of Surgery at the J^. T. Polyclinic, Visiting Surgeon 

to Mt. Sinai HospitcU, etc. 



The patient was a man, aged 32, who presented 
at the clinic with a stricture of the urethra. In a 
typical case of stricture there is an increase of the 
sub-mncous layer in consequence of a migration of 
the leucocytes and cell-proliferation. The lining 
membrane of the urethra becomes swollen and the 
calibre of the canal diminished. As the acute in- 
flammation subsides the calibre of the tube is dimin- 
ished by contraction which occurs in the newly 
formed connective tissue deposit. 

The most frequent seat of stricture is found to be 
that portion of the canal limited behind by the com- 
pressor urethrse muscle and in front by the suspen- 
sory ligament at the junction of the penile with the 
perineal urethra. The next most frequent seat is the 
first inch from the meatus. 

The symptoms of stricture are characterized by a 
gleety discharge, interference with the escape of 
urine or semen, and pain. No matter what symptoms 
may be present in cases of organic stricture, a 
diagnosis can only be reached by instrumental explora- 
tion, by which means the exact location and character 
of the stricture can be positively determined. 



To this end a bulbous bougie is essential, which 
may be made either of gum elastic or metal. They 
should be of all sizes commencing with No. 6 and 
ending with Nos. 21 or 23 (A. S.) 

In attempting to locate the stricture the diameters 
of the normal urethra at various points must be 
borne in mind. The meatus is the least dilatable 
portion of the canal, and the membranous portion 
comes next in order. The bulbous portion is the 
largest part of the canal. j 

To pass the instrument the patient should be 
placed upon a table or bed in the dorsal position. In 
order to secure local ansBsthesia, from twenty to thirty 
minims of a four per cent, solution of cocaine should 
be thrown into the urethra. It is not necessary to 
carry the point of the syringe more than an inch 
within the meatus. The syringe is emptied and the 
patient is directed to grasp the glans penis, so as to 
retain the injection after the instrument is removed^ 
Within five minutes or so local anaesthesia is secured. 

Having injected the cocaine into the urethra, the 
stricture should then be accurately located and its 
diameter and extent determined by means of the 
bulbous bougie. In the selection of an instrument 
for dividing the stricture, Otis' urethrotome will be 
found to fulfill all indications. I have added to this 
apparatus a cog-wheel appliance attached near the 
handle, by means of which the knife is carried steadily 
forward or backward and is made to cut with mathe- 
matical precision. The operator should, stand at the 
right of the patient, who is resting on his back with 
legs fully extended. The knife should be carried 
forward until it disappears near the tip of the ure- 
throtome, the bars of which are now closed and oiled 
as far as it is to be introduced. 

The glans penis is grasped between the thumb and 
finger of the left hand and the penis held in the same 
position as when the stricture was located. The in- 
strument is then carried in until the rubber ring 
touches the meatus. The incision should be made 
a quarter of an inch behind the stricture and termin- 
ate about the same distance in front of the anterior 
boundary. To demonstrate a perfect division of all 
the fibres of the stricture, a full sized sound may be 
carried through the strictured part and any undivided 
fibres torn or. stretched. 

The hemorrhage that follows this procedure when 
the incision has been made in the pendulous portion 
of the urethra may be readily arrested by turning the 
penis upon the abdomen, placing a layer of gauze or 
cotton over the organ, and strapping it down with a 
bandage carried around the pelvis. The patient 
should then be put to bed and compelled to remain 
quiet for several days. 
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AMEBIOAK MEDIOAL ASSOOUTIOIT. 

GTN-fflCOLOQICAL SECTION. 

[From OIJB SFBOIAL COBBEflPONDXNT.] 



The section on obstetrics and gynaBcology of the 
43d annual meeting of the American Medical Asso- 
ciation^ was opened with the inaugural address of the 
president, Dr. E. E. Montgomery, of Philadelphia, 
on some mooted points in obstetrics and gynsBcology. 
The paper discussed the value, according to present 
experience, of the improved Oaasarean section, the 
operation of resection of the sacrum for the removal 
of diseased structures in the pelvis, the total extir- 
pation of the uterus for fibroid tumors, and was a 
careful and well prepared presentation of the subject. 

Dr. T. R. Barker, of Philadelphia, Pa., read a 
paper on the relation of the duration of gestation to 
legitimate birth, his plea being that this duration 
was an inconstant quantity, and that it was unfair to 
suspect illegitimacy in many of the cases in which the 
usual period of 280 days was exceeded. He gave a 
table of cases in his own experience, in which the 
variation from this period differed considerably. (In 
our opinion sach a point is a most difficult one to 
determine. Often it cannot be determined with 
accuracy. Of course, for medico-legal purposes a 
standard must be determined upon, but it cannot be 
rigidly adhered to for reasons which are obvious to 
any thoughtful mind.) 

Dr. J. Milton Duff, of Pittsburgh, Pa., read a paper 
entitled '* Report of Cases of Albuminuria of Preg- 
nancy Treated by Chloroform Internally.'' This 
method has been advocated by some writers, but the 
reader had found it unreliable and inefficacious. He 
had found the effect of such treatment deleterious 
and was not at all favorable to its practice. 

Dr. G. J. McKelway, of Philadelphia, Pa., read a 
paper entitled "Delivery through the Abdominal 
Walls versus Craniotomy in otherwise impossible 
Births.'' He believed that the value of craniotomy 
was not yet fairly determined because of the unfavor- 
able conditions under which it was usually performed. 
It was impossible to say what the maternal mortality 
would be if craniotomy were resorted to very early. 
It was often performed only when other measures of 
delivery had failed. The results of Csesarean section 
should be considered only since the Listerian era had 
been inaugurated. An important question also was 
what degree of risk should a woman be subjected to 
before such an operation was performed? We were 
also confronted with the important question: Has the 
unborn child any rights which the obstetrician is 
bound to respect? According to approved statistics 



craniotomy had an average maternal mortality of 
about 8 per cent. There was also a possibility of 
serious injury to the mother from this operation which 
might make her subsequent life a wretched one. The 
statement had been made that the CsBsarean section 
performed advisedly should have no mortality, but in 
the light of facts this statement was believed to be 
hardly tenable. The statistics of the most skillful 
operators had shown that under the most favorable 
conditions this operation had an average mortality of 
not less than 10 per cent. The same was also true of 
the Porro operation. It was believed that too little 
thought or regard had been paid to the rights of the 
child in this matter. Quotations from numeroas 
writers were made to show that the risk to the mother 
was not much greater by the Csesarean operation than 
by craniotomy. It was believed that the obstetrician 
should decide for himself in such cases as to the 
proper course to pursue, without the interference of 
the friends of the patient, for the responsibility of the 
case rested with him. 

Dr. E. P. Davis, of Philadelphia, emphasized the 
necessity for early diagnosis of cases which were 
suitable for Caasarean section. It should not be said 
that craniotomy upon the living child was never 
proper, for it was indicated in case of monsters, in 
cases in which extensive hydrocephalus was present, 
and the child would be incapacitated for extra uter- 
ine existence. Dr. Ashton, of Philadelphia, believed 
that the choice of CsBsarean section or craniotomy 
should be left with the mother, as she was the one who 
was most concerned. It should not be forgotten that 
the subjects of Caesarean sectio'n not infrequently 
suffered from hernia after such operations. If the 
question were one of operating upon a member of the 
obstetrician's own family, very few Csesarean sections 
would be performed. 

Dr. Reed, of Ohio, opposed the proposition of 
craniotomy upon the living child and narrated several 
cases in his own observation in which the operation 
had resulted fatally. He believed there were many 
fatal cases which never were recorded. 

Dr. Robe, of Baltimore observed that tables of 
statistics and the application of general principles 
should not govern the action of obstetricians in 
choosing between craniotomy and Csssarean section. 
It was perfectly justifiable in certain cases to take 
human life by the performance of craniotomy, how- 
ever repugnant to one's feelings the operation might 
be. There were undoubtedly cases in which such an 
operation was far more appropriate than Csesarean 
section. 

Dr. E. Van de Warker, of Syracuse, N. Y., read 
a paper entitled '* Hysterical Mania as a Complication 
of GynsBcological Cases." It was believed that the 
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classification of hysterical mania should be the same 
as that of other forms of mania. The condition was 
not one which tended to terminate in chronic insan- 
ity. Very many women were confined in lunatic 
asylums without due cause; their insanity being 
imitative. Probably 10 per cent, of those who 
were thus incarcerated should be returned to their 
homes. This fault was largely due to the ineffi- 
ciency of the physicians in attendance upon lunatic 
asylums. In hysterical maniacs there was no serious 
mental trouble^ their actions were logical^ there- 
fore they were not subjects for the treatment 
received in lunatic asylums. There were also cases 
of hysterical melancholia and dementia analogous to 
those in which the mental condition was really a 
serious one. Another variety was hysterical mania of 
traumatic origin. This was especially noticeable 
after serious surgical operations and had become 
more or less prevalent since the introduction of 
anaesthesia. All these types were susceptible of cure^ 
and their duration might not be a protracted one. 

Dr. G. H. Bohe, of Baltimore, Md., read a paper 
entitled ''The Infiuence of Parturient Lesions of the 
Uterus and Vagina in the causation of Puerperal In- 
sanity. '' Pour cases were narrated illustrating the 
author's subject. In the first there was mania of a 
violent type with distinct lesions of the tubes and 
ovaries. These organs were removed and after eight 
months of observation great improvement in the 
physical condition of the patient was noticeable. 
The mental condition was not a sound one and prob- 
ably never would be, but the patient was no longer 
riolent or obscene, and was able to take proper care of 
herself and her surroundings. In the second case 
there was mania with hallucinations. The diseased 
appendages had been removed and a distinct improve- 
ment in the habits and manners of the patient had 
occurred. There had not been much improvement 
in the mental state. In the third case there were 
delusions and hallucinations, and great sexual excite- 
ment, especially during the menstrual period. The 
appendages had been removed and the patient's 
mental condition had been entirely relieved. She 
could be discharged and resume her customary 
duties. In the fourth case insanity had followed 
each of her three confinements. Sexual excitement 
was marked. The appendages were removed and 
she was discharged cured of her mental disease in 
two months. In all these cases there had been some 
disease of the sexual organs, and it was deduced from 
these and other cases in the author's experience that 
the cause of puerperal insanity should be sought in 
such disease, and the cause removed by the removal 
of the organs. The conclusions which were offered 
were that puerperal insanity was an infectious psy- 



chosis; that few cases occurred without a precedent 
or coincident puerperal infection. The condition 
was usually accompanied by elevation of temperature, 
as was ordinarily observed in confusional or acute 
mania, and in febrile delirium. The death rate in 
such cases was high. The pelvic organs were fre- 
quently diseased coincidently. With the latter com- 
plication the removal of the diseased organs increased 
the chances of recovery. 

Dr. W. H. Wathen, of Louisville, Ky., read a paper 
entitled " The Prevention of Stitch or Mural Abscess 
and Ventral Hernia after Laparotomy." 

It was inevitable that abscess and hernia would 
occur in some cases, however great the care that had 
been exercised, and whatever the suture material. 
That material should be sought which was least 
irritating to the tissues, and it should be removed at 
the earliest practicable moment. By carefully sutur- 
ing the tissues of the abdominal wound, layer by 
layer, absorbable material such as carefully prepared 
catgut or kangaroo tendon being used for the lower 
layers and wormgut for the superficial sutures, the 
tendency to hernia would be reduced to a minimum. 

Dr. D. T. Gilliam, of Columbus, 0., read a paper 
entitled "The Operative Treatment of Ventral 
Hernia Resulting from Abdominal Surgery." 

The anatomical conditions of hernia following 
abdominal section, differed from hernia due to other 
causes. The cicatricial tissue which resulted 
after an abdominal section, did not furnish a strong 
barrier against hernia and predisposed patients to 
such an accident. The operative treatment of such 
hernia was very often unsatisfactory and unsuccessful. 
The aim in such operations should be to restore the 
original condition and relations of the tissues as 
nearly as possible, and seek to obtain union by first 
intention. The treatment which was proposed was 
analogous to that which was adopted in the Sims' 
operation for cystocele. The protruding tissue should 
be depressed with a sound, a wide elliptical denuda- 
tion should be made around this depressed tissue, the 
edges of the ellipse, including the borders of the 
retracted recti muscles, brought together with a suffi- 
cient number of sutures, the buried skin and periton- 
aeum forming the wall of the hernia, thus strengthen- 
ing the barrier which was offered against further 
protrusion. 

A paper was read by Dr. A. F. Currier, of New 
York, on '*The Causes and Treatment of Sinuses 
resulting from Abdominal Section." (See page 203). 

The three foregoing papers were discussed together. 

Dr. E. W. Jenks, of Detroit, Mich., referred first 
to the formation of mural abscess. He believed that 
we were apt to give too much prominence to bacterial 
theories in such matters, though he did not wish to 
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belittle the importance of bacterial science. Ab- 
scess from strangulation of tissues might be avoided 
with proper care on the part of the operator. In not 
a few instances he believed that abscess was inevita- 
ble whatever precautions were taken, the mischief 
coming from within the abdomen, not from without. 
If the tissues were greatly bruised or if the abdominal 
fat were abundant, abscess was liable to occur. The 
speaker did not believe that abscess would be pre- 
vented by the use of iodoform. With regard to 
drainage, it was often a necessity and he favored the 
use of glass tubes. He did not think it necessary to 
make a separate suture of the peritonaeum in closing 
abdominal wounds. 

Dr. L. S. McMurtry, of Louisville, Ky., dwelt 
upon the necessity of shortening the duration of the 
abdominal operation by every possible means. Thor- 
ough cleanliness in operating, which was an indis- 
pensable factor to success, could only be acquired after 
one had served a long apprenticeship. If abscess oc- 
curred it was more likely to be due to want of clean- 
liness than to strangulation of tissues. Ventral 
hernia was frequently caused by allowing patients to 
get out of bed too soon. Tympanites and tension, 
and hence weakening of the abdominal wound, would 
be prevented by the free use of salines before opera- 
tions and avoidance of milk diet after. The opera- 
tions for ventral hernia were much more important 
and difficult, if properly done, than they were fre- 
quently represented, to be. 

Dr. S. C. Gordon, of Portland, Me., did not believe 
in the use of the drainage tube; it implied a confession 
that something wrong had been done. The abdomen 
should not be closed until all offending material had 
been removed. 

Dr. Mclntyre, of St. Louis, Mo., was very pro- 
nounced in his belief in the value of the drainage 
tube. It was impossible to tell in certain cases 
whether the conditions would be aseptic or not, and 
the drainage tube would anticipate trouble. He 
believed it far safer to trust in the drainage tube than 
in the free use of antiseptics within the abdominal 
cavity. 

Dr. R. B. Hall, of Cincinnati, 0., used the drainage 
tube in every case of abdominal section which he had. 
He thought the danger of infection from the use of - 
the tube was not to be considered. As to suture 
material he preferred worm gut. 

Dr. G. M. Edebohls, of New York, believed that 
abscesses would seldom occur if aseptic measures were 
used. In operating for ventral hernia he advocated 
closing the tissues in separate layers. As a suture 
material he preferred chromatized catgut to kangaroo 
tendon. The latter was expensive and uneven. He 
was in the habit of using a buried worm gut suture 



for all except the superjQcial structures and for these 
he used catgut. 

Dr. E. Eicketts, of Cincinnati, 0., believed thor- 
oughly in the use of the drainage tube, but not for 
all cases. He preferred worm gut as a suture 
material. 

Dr. W. C. King, of Kansas City, Mo., used the 
drainage tube in those cases in which irrigation had 
been required, but not in simple cases. He preferred 
soft rubber tubes to glass. 

Dr. L. S. McMurtry, of Louisville, Ky., read a 
paper on *' The Influence of Delayed and Incomplete 
Operations upon Mortality in Pelvic Surgery.'' 

This was a plea for early operation in cases in 
which an operation would ultimately be inevitable. 
Also there were very few operations which with 
reasonable skill could not be carried to the end, and 
all or nearly all offending structures removed. 

Dr. W. E. Ashton, of Philadelphia, Pa., read a 
paper on '^ Intestinal Obstruction Following Abdom- 
inal and PelviQ Operations.'' This was a careful and 
thoughtful consideration of the causes attending 
intestinal obstruction and some of the means of 
avoiding them. 

Dr. G. B. Massey, of Philadelphia, Pa., believed 
that pelvic and abdominal operations were done far 
more frequently than the conditions warranted. His 
plea was for the use of electricity as a substitute in 
those cases in which it would serve as good or a better 
purpose. The positive evidence of pus in the pelvis 
should furnish the only indication for pelvic opera- 
tions. 

Dr. R. B. Hall, of Cincinnati, O., dissented decid- 
edly from the last sentiment. There were other 
indications besides suppuration which demanded 
operative interferference. 

Dr. J. Taber Johnson, of Washington, D. C, be- 
lieved that intestinal obstruction could usually be 
traced to faulty technique on the part of the operator. 
Perhaps it had been hasty or incomplete. He also 
agreed with the statement that delayed operations 
often rendered the result more serious, in addition to 
increasing the difficulties of the operator. 

Dr. P. Mautin, of Chicago, 111., referred to the 
necessity of leaving as little of the pelvis and abdo- 
men denuded of peritonasum as possible. Gaping 
portions should be stitched together when possible, 
and omental grafts should be attached over exte^isive 
denudations. Salines should be used as early as 
twelve hours after the operation. 

Dr. E. Ricketts, of Cincinnati, 0., called attention 
to the value of the free use of strychnia hypodermi- 
cally both before and after abdominal operations. 

Dr. W. E. B. Davis, of Georgia, believed that the 
danger of intestinal obstruction and adhesions to the 
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peritoDseum was not great if the intestines and 
omentum were replaced in their normal position after 
an abdominal operation. Much manipulation of 
them would be almost sure to cause adhesions. 
Saline purgatives would do no good unless used before 
adhesions bad formed. He was not in favor of early 
operations upon fibroid tumors, believing that in a 
large number of cases they did no particular harm. 

Dr. E. P. Davis, of Philadelphia, Pa., believed that 
the use of iodoform or boric acid within the abdo- 
minal cavity would sometimes prevent the formation 
of intestinal adhesions. The experiments upon the 
intestines of dogs, which had been narrated by the 
reader of the paper, were not a good basis for deduc- 
tionSy the conditions differing so much from those in 
the human subject. 

Dr. W. E. Ash ton, of Philadelphia, Pa., admitted 
that if adhesions of the intestines had formed when 
salines were giyen the latter would not separate them. 
He approVed entirely of the use of strychnia and was 
in the habit of giving it in doses of one- tenth to one- 
fifteenth grain three days before and three days after 
operation. 

Dr. L. S McMurtry, of Louisville, Ky., admitted 
that some forms of fibroid tumors did not require 
early operation; but the soft (Edematous myomata 
were liable to cause much trouble and should be 
remoyed early. 

Dr. E. Laplace, of Philadelphia, Pa., read a paper 
on ''Micro-organisms in the Diseased Endometrium 
and Surgical Interference.'' 

A series of investigations had first been made by 
him upon scrapings from the healthy human endo- 
metrium Twelve varieties of micro-organisms were 
found and cultivated, and experiments with the cul- 
tures were made upon animals. In some cases the 
results had been fatal and in some no harm had 
resulted. The deduction was that most of these 
micro-organisms in the human being, the endo- 
metrium being in good condition, do no harm. 
Experiments were also made with scrapings which 
were taken from a diseased endometrium, and many 
colonies of virulent micro-organisms were developed. 
It was a fortunate fact that the secretions of the 
uterus were a poor medium for the culture of germ 
life, hence in many cases these noxious germs did not 
get into the blood and produce serious reactions upon 
the system. 

The effect of cold was mentioned as a serious factor 
in intensifying the action of virulent germs. It pro- 
duced congestion, with the discharge of serum in 
which germs would flourish vigorously and produce 
their characteristic irritation. Gurettmg, therefore, 
formed a rational mode of treatment on the basis of 
the existence of micro-organisms. 



Dr. G. B. Massey, of Philadelphia, Pa., did not 
feel convinced of the presence of germs in the healthy 
endometrium from the statements which had been 
made. He approved of the treatment of endometri- 
tis by the curette, with or without the addition of 
electricity. The latter would destroy the germs if 
germs were present. 

Dr. G. J. McKelway, of Philadelphia, Pa., thought 
the teachings of the author's paper emphasized the 
necessity of the greatest caution and cleanliness in 
operations within the womb, especially in the use of 
the curette and the sound. 

Dr. A. Vanderveer, of Albany, N. Y., thought the 
paper a very suggestive one. He was much in favor 
of curetting for intrauterine disease, and he believed 
one should also be particular that the womb was 
thoroughly irrigated to remove all debris. 

Dr. Robert T. Morris, of New York, wished to 
emphasize the value of peroxide of hydrogen for the 
sterilization of the uterine cavity. If it were used 
thoroughly he would not hesitate to introduce dirty 
.instruments into the uterus afterward ; so much 
confidence did he have iti the efficiency of the drug. 
But this was not an excuse for dirty instruments and 
he always kept his scrupulously clean. 

Dr. Nelson, of Chicago, 111., wished to draw atten- 
tion to the fact, not always remembered, that the 
cavity of the uterus was triangular in shape. This 
fact had an important bearing upon the manner in 
which one performed the operation of curettement. 

Dr. S. 0. Gordon, of Portland, Me., described his 
method of curettement which was intended to be 
very thorough. 

Dr. W. E. Ashton, of Philadelphia, Pa., believed 
that curettement should not be performed indiscrim- 
inately as seemed to be urged by some. If the uterus 
were immovable or the appendages were adherent, 
the operation should not be performed, in his 
opinion. 

Dr. W. W. Potter, of Buffalo, presented a paper 
entitled '^Asepsis and Antisepsis as Applied to the 
Lying-in Chamber.'' 

This subject had often been discussed, but definite 
rules of action had not been agreed upon as to when 
these methods should be adopted, how far they should 
be carried out, and when they should cease. Prior to 
the Listerian era nothing had been done to eliminate 
septic influences from the parturient chamber and 
even now, though many of Lister's original methods 
had -become obsolete, the principles remained and 
were of supreme value. The simplest rules were laid 
down and were grouped as follows : the patient must 
be made clean with soap and water and should have 
daily baths for several days prior to parturition. As 
soon as labor began the lower bowel should be 
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emptied by means of an enema, and the vagina should 
be irrigated with a hot antiseptic solution. The 
patient must then be placed in a clean bed, the 
coverings of which, as well as her own clothing, must 
be rigidly and absolutely clean. A number of clean 
napkins, which had been washed in bichloride solu- 
tion, must be at hand, and any departure from these 
directions must be considered reprehensible. The 
physician must also be absolutely clean and aseptic, 
and the same statement must apply in an impera- 
tive sense to the nurse, especially with reference to 
her hands and finger nails. Digital examination of 
the genitals during labor should be reduced to the 
smallest possible number, and the toilet of the geni- 
tals after labor should be made by the physician him- 
self. If such simple rules were adhered to, puerperal 
fever would be unknown, and ophthalmia neonatorum 
would rarely be heard of. Great stress was laid upon 
the necessity of a thorough intra- uterine toilet when 
such a measure became necessary on account of 
threatened septic invasion. If such rules were 
adopted in the large maternities and in private prac-^ 
tice as well, the mortality of parturition would be 
reduced to a minimum. Elaborate statements for 
carrying out these rules were not made, the object 
being only to offer hints and suggestions as to their 
importance. A plea was made for their more univer- 
sal adoption by the general practitioner. There was 
more danger to life in the aggregate by the neglect 
of these measures than from pulmonary phthisis, 
which numbered its hundred thousand victims 
annually. 

Dr. Geo. M. Edebohls, of New York, read a paper 
on *' Combined Gynaecological Pperations/' (See 
page 205). 

Dr. A. F. Currier, of New York, had witnessed the 
combinations which Dr. Edebohls referred to in the 
practice of the latter, and vouched for the correctness 
of his statements. The question of time saving was, 
of course, an important one to the patient, but one 
should also consider the skill and facility in operating 
of the gynaecologist. Many gynaecologists whose 
operations were not numerous would hardly feel 
warranted in attempting so many operations at one 
sitting, as they would be entirely unable to perform 
them in the limit of time prescribed by the reader. 
On the other hand, if the patient were in good condi- 
tion and bore the anaesthetic, the speaker saw no 
reason for prescribing the time limit as an hour and 
a-half . Certainly many operations far exceeded that 
limit of time, the patients doing perfectly well. He 
did not believe it wise for any except the very expert 
to combine abdominal section with other operations. 

Dr. H. O. Marcy, of Boston, Mass., thought there 
was little to be gained by a long period of preparation 



from one operation to another. He had been an 
advocate of combined operations for many years. 
He was opposed to the use of silk and worm gut as 
suture material in such operations and considered 
that a much more satisfactory material was to be had 
in kangaroo tendon. 

Dr. S. C. Gordon, of Portland, Me., read a paper 
entitled " Hysterectomy Without a Pedicle.'' 

The gradual progress which had been made in the 
treatment of fibroid tumors of the uterus, was re- 
marked from the simple treatment of symptoms to 
the most radical measures of operation. The effect 
of electricity in relieving the severe symptoms in many 
cases of fibroid tumor had been marked in some cases, 
and the endorsement of that agent for this purpose 
by such men as Keith and Apostoli, was a great point 
in its favor. With most surgeons, however, there was 
very little faith in its potency ; certainly when the 
question of complete cure was considered. The great 
danger of delay in cases in which haemorrhage was 
either constant or intermittent, in which the tumor 
was large and vital organs were threatened, was 
earnestly referred to as an argument against tempor- 
izing measures. The danger of transformation from 
benign to malignant disease was also an important 
consideration. All these facts pointed to the neces- 
sity of radical operations, and it should be the aim of 
the gynaecologist to offer such an operation as would 
least jeopardize life. Martin's excellent work in this 
direction was referred to. The reader believed that 
hysterectomy could be made as safe as ovariotomy. 

Supra-vaginal hysterectomy always presented the 
vexed question of the treatment of the pedicle for 
consideration, and various propositions had been sug- 
gested for the solution of the problem. The author 
considered all of them inferior to that operation by 
which the entire structure of the uterus was removed. 
His method was to suture the folds of the broad liga- 
ment on either side with an over and over stitch, 
cutting away the attachment to the uterus as each 
step was taken, dissect away the peritonaeum anterior 
and posterior to the uterus, remove the organ, and 
then suture together the anterior and posterior peri- 
tonaeal fiaps, thus shutting off the pelvis from the 
vagina. He was quite satisfied with the results of the 
operation. No drainage was used. 

Dr. A. Vanderveer, of Albany, N. Y., read a paper 
entitled ** Carcinoma of the Uterus Complicating 
Pregnancy.*' 

The author had found records of sixteen cases in 
which vaginal hysterectomy had been performed for 
carcinoma of the uterus, the operation being done 
prior to the fourth month of utero-gestation. He 
had also found records of a small number of cases in 
which Freund's operation had been performed, where 
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the cancer had not been discovered until a late 
period of pregnancy. There were other cases in 
which pregnancy was so far advanced that it was 
deemed advisable to allow the pregnancy to continue 
until term in the hope of obtaining a living child. 
These cases might serve as a basis for the choice of 
procedure, the principal element governing such 
choice being the period of pregnancy which was 
reached when the diagnosis of carcinoma was made. 

Dr. E. P. Davis, of Philadelphia, Pa., believed that 
the Gaesarean section should be the operation of elec- 
tion if the diagnosis of cancer were not made until 
the latter portion of pregnancy. 

Dr. Eobert Morris, of New York, read a paper 
entitled ^' Experiments Germane to the Use of Ab- 
dominal Supporters after Laparotomy. 

The experiments in question had been made upon 
rabbits; the abdomen being opened and the peri- 
tonseal wound closed with catgut absorbable in eight 
days ; the muscles and fascia with catgut absorbable 
in fourteen days and the skin with catgut absorbable 
in eight days. In animals which were killed in seven 
days it was found that the tissues of the wound were 
healed, but that with slight tension the fibres of 
union could be readily pulled apart. In those which 
were killed after fourteen days the tissues were as 
firmly united as they could be and could be pulled 
apart only with the exercise of considerable force. If 
there had been a stitch -hole abscess, the union would 
have been less firm and could be more readily broken 
than if there had been union by first intention. 
These experiments proved to the reader's mind the 
advantage of closing abdominal wounds with several 
layers of sutures. Experience had also taught him 
that the abdominal supporters, which were so often 
used after abdominal section, were not of particular 
use in preventing hernia. If the wound were firmly 
united he believed that no supporter was necessary. 

Dr. A. P. Currier, of New York, believed that the 
suturing of the peritonaBum was unnecessary. Union 
of its edges took place very quickly under ordinary 
precautions. He also preferred an incision through 
the rectus muscle, union being firmer than if the 
incision were through the Iinea.alba. Wylie's method 
of suturing the fascia separately, had served him 
satisfactorily. He agreed with the reader of the 
paper as to the inutility of abdominal supporters in 
preventing hernia. They were usually ill-fitting, 
especially after they had been worn a short time. He 
always recommended the wearing of long strips of 
rubber plaster over the abdomen, in preference to 
other support, the strips to be worn at least six 
months. 

Dr. E. H. McKelway, of Philadelphia, Pa., con- 
curred with the previous speaker that there were 



plenty of cases in which the ordinary supporters were 
valueless, and in which the support of rubber plaster 
was efficient. 

Dr. E. H. Jenks, of Detroit, Mich., read a paper 
entitled " Oolpo-perinaeorrhaphy.*' 

This was what was commonly known as the flap- 
splitting or Tait operation. He had practiced it 
since 1877, and had published descriptions of his 
operation in 1877 and 1880. His paper referred only 
to secondary operations and wiis not a discussion of 
the merits or demerits of other operations. A lacera- 
tion of the perinaBum was not per se an indication 
for an operation, it was the consequences which 
furnished the indication. These were loss of func- 
tional power of the vagina, loss of sustaining power 
of the anterior wall, loss of support to the uterus, and 
remote nervous and other troubles. The operation 
was not a success unless these difficulties were re- 
lieved. In performing the operation the incision 
should be carried as high in the vaginal septum as 
was required by the relaxation of the vaginal mucous 
membrane. The splitting could be done with either 
scissors or knife. The sutures should be passed 
deeply and by means of a Peaslee needle. For suture 
material he preferred worm gut, but silver could 
also be used with safety. Pain was more frequently 
present with silver than with worm gut sutures. 

A. F. C. 



Treatment of Aneurysm by Extirpation. — 

Kubler (Beitrage zur klin, Chir., Bd. ix. Heft 1) 
reports three cases in which Prof. Bruns, of Tubin- 
gen, performed extirpation of an aneurysmal sac. In 
each case total extirpation of the sac was followed by 
speedy and complete recovery. Notwithstanding the 
difficulty of this operation and its demands on the 
time and patience of the surgeon, it is strongly 
advocated by Kubler as being the best method of 
treating aneurysm of a limb. He has collected forty 
cases from different sources, the results of which go 
far to confirm this opinion. Twenty-eight of those 
were cases of arterial aneurysm, and in the remaining 
twelve both artery and vein were involved in the 
swelling. The aneurysm was non-traumatic in eleven 
cases, and the result of injury in twenty -nine cases. 
In eighteen cases it was seated in one of the lower, 
and in sixteen in one of the upper limbs. In thirty- 
nine of these cases, three of which were treated 
before the era of antis|eptic surgery, the operation 
was completely successful. In each of the three cases 
treated by Bruns the sack was dissected away in totOy 
and unopened, the vessels on the proximal side hav- 
ing been previously tied and divided. — British Medi- 
cal Journal^ May 28, 1892. 
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AN OPERATIOir FOE HYPOSPADIA WITH FLAPS 
FOBHED FBOM THE SOBOTUIL 



By Doctor A. Bidder, Berlin. 



From DetUteh. Med, Wochenshrtfty March 10th, 1892, No. 10, 

Vol. xviii., p. 208. 
Translated hy Hugh Hamilton, M. Sc., M.D., Harrisburg, Pa. 



From the article of Rosenberger (20tli Cong. Deusch, 
OeselLfur Chirurg., 1891) upon his new method of 
operating for epispadia, I conclnded to make use of 
a similar procedure in hypospadia, because it seemed 
to me that the lack of the posterior (under) side of 
the urethra would allow it to be formed far easier 
out of the scrotum, totally disregarding such bother- 
some and mostly useless methods as the older opera- 
tions. 

Such a case came to my notice last summer (1891). 
Although it has not yet been a complete success, from 
causes which will be fully detailed further on, I 
would like to give my operation, as I find one of 
almost exactly similar ideas published by Landerer 
in the Deutach. Zeitschft. fur Chirg,, Hft. 5 and 6, 
Bd. 32. As a consequence the first part of our 
operations are identical, while in the second it is a 
little different. This treatment must have for its 
object the lifting of the head of the penis out of the 
skin of the scrotum, where in this case it lies im- 
bedded. 

The case is here presented to the profession for 
their judgment : 

Case. — On the 24th of June, 1891, there was 
brought to the Polyclinic, Carl Dettmann, aged d>^ 
years, suffering from Hypospadia Totalis, but other- 
wise healthy. The opening of the urethra was found 




F!g. 1. a, Glans l^euia; b. Urinary Orifloe ; e, Scrotnm. 
in a wrinkle formed by the penis and scrotum. All 
the posterior side of the pendulous portion of the 
penis was absent ; it had the well known posteriorily 



and inferiorily curved direction. After some delay I 
concluded to undertake the oi)eration on the 23d of 
July, 1891, upon the following plan: Upon each 
side of the posterior surface of the penis and anterior 
surface of the scrotum long, narrow strips of fresh- 
ened surfaces were made about 3 to 6 millimeters 
apart. See Fig. 1. The skin of the scrotum between 
the longitudinal freshened lines will form the po:?- 
terior side of the penis. Commencing at the wrinkle, 
between the penis and the scrotum, I sewed, going 
little by little toward the glans penis. When I had 
finished, the penis was sewed fast to the anterior wall 
of the scrotum — the exterior freshened sides were 
united by continued sutures. See Fig. 2. The 




£ig. 2. 

operation was exceedingly difficult on account of the 
imperfect anaesthesia that varied between strong re- 
flexes and asphyxia — a condition not often seen in 
children — although the best chloral chloroform was 
used. 

Only on the left side did union take place and 
even then incompletely. The right side failed to 
join the penis with the scrotum on account of the 
frequent erections of the sturdy boy. The inflam- 
matory reaction from the swelling of the parts was 
not particularly noticeable. On the 12th of August 
I freshened the right side and again sewed it. After 
that I concluded to perform the second part of the 
operation — the separation and forming of the fin- 




Fig. 8. 
ished penis from the scrotum. Beginning at the 
base of the penis (junction of the penis with the scro- 
tum) two downward parallel incisions were made 
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about a milimeter on each side of the scars to the 
back of the scrotum, the parallel lines joining each 
other at an angle (see Fig. 3); then the skin of the 
scrotum was detached throughout this extent and 
the narrow tongue-shaped flap laid on the penis by 
raising it up (Pig. 4). It was sewed fast on both 



Fig. 4. ^ 

aides of the penis and formed the posterior surface of 
the now movable member. The remaining denuded 
median surface of the scrotum was readily closed in 
by 6 or 8 interrupted silk sutures (Fig. 6). Although 




after the operation a general oedematous swelling of 
the scrotum took place and a gangrenous spot appeared 
at the extreme end of the tongue-shaped flap in the 
crease between the penis and scrotum — the boy was 
most uncleanly— nevertheless the scrotal wound healed 
by the first intention and the little gangrenous spot 
was naturally restored by granulation. On the first 
few days after the operation the patient had a com- 
plete urethra and could pass a stream of urine, but 
unfortunately it did not last long, for the suture on 
the right side gave way, showing a broad slit instead 
of a canal. However, the boy had some benefit from 
the operation, as the urine principally flowed along 
the lower (newly made) urethral wall, and in that 
way kept the scrotum from being constantly wet 
Fig. 6. An adult could have urinated nicely by press- 
ing the ununited parts together with his fingers. 



The sutures most likely became undone because I was 
compelled to perform the second operation three 
weeks after the first one, which was too soon. Prob- 
ably it would have been better to have made both 




Fig. 6. 

operations immediately one after the other, t. e. after 
forniing the plastic floor of the urethra the external 
posterior surface of the penis should be at once de- 
tached and the penis removed from its constrained 
position as in the preceding description. Further 
trials will have to prove this supposition. 

The condition of the case was such that I had to 
wait some time before attempting to close the side 
slit in the penis. By October 14th, 1891, the incis- 
ions had generally healed up. The outside flaps on 
the under surface of the penis formed by the skin of 
the scrotum joined lightly and were weak and thin, 
but were a little short at the base on account of the 
shrinking caused by the scars at the point of contact 
with the scrotum ; there was a hard scab where it had 
been gangrenous. At this date, with the kindly as- 
sistance of Dr. Reinach, (who had skillfully helped 
me at the earlier operations) I commenced to close 
the side slit. To make it more successful I slitted 
the anterior half of the left side of the penis until I 
came to a little hole that had remained, now I sepa- 
rated the flaps and abraded two long surfaces from 
2 to 3 millimeters wide on both sides. This time too 
the ansBsthesia was of the greatest annoyance. 

Indeed, as you well know, it is a great deal of 
trouble to operate on such small parts, particularly 
to denude the skin of the corpora cavernosa. It is 
also difficult to make the internal sutures, as the 
mucous membrane of the penis is so thin it requires 
the utmost care to avdid puncturing the swollen part. 
This time these inside stitches were made with the 
finest catgut, while those of the edges of wound at 
the side were of interrupted silk suture. Despite the 
impediment of the ill behavior of the anaesthetic the 
operation altogether did not last longer than an hour 
and one- half. There was no bandage used, only 
sprinkling with boric acid, thiol and later on iodoform. 
The process of repair proceeded without any unfavor- 
able reaction and I succeeded in making a canal ex- 
cept a small hole on the left side. 
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Several remarks can now be made upon this method: 
a prioriy it seems not only rational but can be easily 
done. But, indeed, even the first part of the opera- 
tion, to successfully unite the inferior surface of the 
penis with the anterior scrotum presents many diffi- 
culties. For the wrinkled very yielding skin of the 
scrotum must be completely stretched to properly 
freshen it. If the stretching should not be kept up 
the abraded strip and the edges will wrinkle up 
again and seem too short, and the co-aptation rendered 
so much more troublesqme because interfered with 
by the swelled up parts. Because the outer skin of 
the penis and scrotum are alike in their elastic proper- 
ties they are adjusted far more easily. Such difficulties 
may be lessened by great care in operating and by 
broader freshened surfaces. In this particular case 
it was essential to widen the very narrow pathological 
orifice of the urethra by an incision with scissors from 
before backward. The inferior periphery of the 
floot of the urethra was a membrane as thin as paper ; 
it became thicker as one proceeded backward and 
had the characteristics of the corpora cavernosa ure- 
thra. This seems to be the rule in these cases. 

Whether the hair which came through the opera- 
tion into the new urethra, after its growth at puberity 
will create any disturbance is unknown ; how it is 
to be prevented we cannot now say with certainty. 
However, I do not think that this circumstance 
should be of importance in not giving to this method 
of operating a preference. By different modifications 
of the procedure it may still be greatly improved. 

Bemarks. — Since writing the above, at the end of 
October, 1891 , 1 again saw the case on the 30th of Janu- 
ary, 1892. The wrinkling caused the penis to be too 
short on the under side and it was lengthened ac- 
cording to Landerer by two side incisions loosen- 
ing the scrotal skin, cutting completely through the 
scar and sinews of the dartos. The wound was 
closed in a sagittal direction with interrupted sutures. 
The penis is now entirely free. The edges of remain- 
ing side defects may at some future time be finally 
closed by sewing. 

It is very certain that all these subsequent opera- 
tions might have been avoided, had the healing of 
the scrotum continued onward to complete cure like 
the first part of the operation. 



MASSAOE AHD M0BILIZATI05 IN FSAOTUBES. 



By Dr. Kreckb. 



In the author^s opinion, the ill effects noticed after 
the healing of fractures, such as stiffness of joints and 
atrophy of muscles, are attributable to prolonged im- 
mobilization, and may be avoided if the latter is not 
resoi-terf to. In consequence of this, a movement has 



been recently set on foot to treat fractures without 
the maintenance of a fixed position of rest The 
aim of the modem method consists in mobilizing the 
muscles, ligaments and joints, while the bones are 
immobilized. 

To study -this method fractures may be divided in 
the following groups : First, cases in which there is no 
displacement of the fragments, or at least, after reduc- 
tion of the displacement no tendency to its recurrence. 
Second, cases in which motion and displacement of 
the fragments is very slight. Third, cases in which 
there is almost always present displacement and 
mobility of the fragments, with recurrence of the 
deformity after reduction has been effected. 

In fractures of the first group, such as fractures of 
the malleoli, the method may be practiced to greatest 
advantage. If no displacement exists in these cases, 
a dressing may entirely be dispensed with. If dislo- 
cation exists the application of a fixed dressing for a 
few days is sufficient, and on the fourth or fifth day 
massage and active movements may be begun. Mas- 
sage is first confined to movements of stroking the 
muscles of the leg, and is applied to the place of 
fracture only after the tenderness has been diminished. 
After the lapse of fourteen days the patients are 
able to walk about. In cases of fracture of the lower 
extremity of the radius, the treatment is more difficnlt 
to carry out, as the fragments have a greater tendency 
to dislocation. After immobilization, lasting for 
eight days, active movements may be begun, and the 
duration of treatment is thereby considerably short- 
ened. 

In fractures of the second group, t. «., fractures of 
the ulna, fibula, or epicondyles or tuberosity of the 
humerus, the method of immobilizing the limb for a 
short time and then resorting to active movements, 
has given excellent results. 

In the third group of fractures, such as fractures of 
the femur, humerus, forearm, or leg, the method 
proved useless. After the dressing was left off, the 
displacement always returned, so that immobilization 
was again found necessary. In the author's opinion, 
in carefully selected cases of fracture, the results of 
mobilization are much better than those observed from 
the old method of treatment. — GentralbL f. Oesammta 
Therapie; July, 1892. 



THE INDIOATIOnS OP THORAOOOENTESIS. 



By Professor Potain, Paris. 



The author disputes VerneuiPs assertion that thora- 
cocentesis converts a serous into a purulent exudation. 
He concedes that operations for empyema are more 
frequent now than in the past, but does not hold 
thoracocentesis responsible for this and does not 
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regard empyema as a more common disease than 
formerly. Thoracocentesis opens to view many puru- 
lent exudations, which formerly ran their course 
unnoticed, but it never produces them, if properly 
performed. 

Four factors must be considered in the performance 
of thoracocentesis : First, the presence of functional 
disturbances. Second, the quantity of exuded fluid. 
Third, the duration of the exudation. Fourth, the 
nature of the fluid. 

Functional Disturbances. — Considerable dyspnoea 
Lb an indication for thoracocentesis, because it usually 
points to the existence of a large quantity of fluid. It 
may, however, be due to other causes, such as capil- 
lary bronchitis, miliary tuberculosis, etc. In such 
cases the performance of thoracocentesis must hinge 
upon the question whether the dyspnoea is due to the 
exudation or the accompanying complications. 
Dyspnoea, moreover, is an unreliable symptom ; it 
may be completely absent; even when the quantity of 
flaid is excessive. The same applies to cyanosis. As 
regards the tendency to syncope, still less reliance can 
be placed upon this symptom, because it frequently 
appears too late to serve as a danger signal. In 
general, functional disturbances are unreliable signs; 
but when they occur in a case where positive indica- 
tions for operative interference exist, they should 
impel us to make haste. Finally, in exceptional cases, 
if a careful study of the existing conditions shows 
that the disturbances are actually the result of the 
exudation, they may serve as indications for thoraco- 
centesis, even if for other reasons the operation had 
not been attempted. 

Quantity of Fluid, A profuse accumulation of 
fluid demands thoracocentesis for two reasons: first, 
because the danger of syncope or asphyxia in general 
is in direct relation to the quantity of fluid ; second, 
because the long time required for absorption to take 
place increases the danger. 

The quantity of fluid can be estimated in a general 
way by determining its upper limit. This, however, 
is not sufficient; we must also determine the lower 
border of the diaphragm, the distension of the thora- 
cic walls, the displacement of the mediastinum, and 
the compression of the lung. As long as the fluid 
does not reach to the level of the clavicles, the quan- 
tity of exudation need not enter into the question of 
an operation. 

If, notwithstanding that the level of the fluid extends 
to the clavicle, there is no displacement of the dia- 
phragm or mediastvium, no marked distention of the 
chest, and the lung occupies a considerable space in the 
thoracic cavity, the operation may be postponed. If, 
however, the lung is entirely compressed, especially 
when the thoracic cavity is distended, an immediate 
operation is indicated. 



The Age of the Fluid may become an indication for 
thoracocentesis, even when the quantity of exudation 
in the pleura is moderate or slight. The exudation 
reaccumulates after evacuation if it is recent; on the 
other hand, late operation is sometimes attended with 
serious dangers. 

The fluid should therefore be removed if no hope 
exists that it may be absorbed by medicinal treat- 
ment. Authors who have written upon this subject, 
have designated three weeks as the limit. It is a 
matter of difficulty, however, to positively determine 
the age of an exudation, inasmuch as the development 
of the effusion does not always correspond with the 
beginning of the disease. 

The Nature of the Fluid can be determined with 
certainty by puncture. Without resort to this we 
deal only with presumptions, but these are sufficient 
to indicate a puncture, which according to the case 
may be simply exploratory, or at the same time serve 
to evacuate the fluid. 

After thoracocenfcesis has been decided upon, it 
must be determined to what extent the contents of 
the pleural cavity are to be evacuated. In the 
majority of cases the complete emptying of the pleural 
cavity is attended with many grave dangers. On the 
other hand, the evacuation of a small amount of 
fluid may be useless if a large exudation be present. 
As a rule about one-half of the fluid should be 
removed, 

Potain concludes as follows : 

1. Thoracocentesis, if performed properly and at 
the right time, never converts a serous into a nurulent 
exudation. 

2. The increase. of cases of purulent pleurisy which 
has been attributed to thoracocentesis, is rather an 
apparently so, but not an actual fact. 

3. The indications may be based upon precise and 
fixed rules. 

4. Thoracocentesis should always be considered as 
a serious procedure, which should be performed un- 
der the necessary precautions. 

5. It is as great an error not to resort to the opera- 
tion as it is to perform it uselessly or improperly. — 
Revue de thSrap, m6d. chirurg., June 15, 1892. 



A METHOD BETTER THAN SUBPEH SIGN OF APPLT- 

nra a plasteb jacket. 



By Bichard Babwbll, F.R.O.S. 



The author states that he has for some years past 
ceased to employ suspension' in kyphosis, and has 
straightened, as far as safety will permit, the patient's 
spine by a modification of his method of rachilysis, 
which used differently, has proved successful in 
lateral curvature; the force — viz.: traction by a sys- 
tem of pulleys — being used while the patient is sitting. 
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It is thus carried out in a case of dorsal kyphosis: 
Tl)e patient being closed in a skin-tight knitted vest, 
and with the usual parts padded sits on an ordinary 
office stool about two feet and a half high^ between 
two opposing walls in which certain hooks, etc., are 
fixed as for rachilysis. A three-inch wide piece of 
webbing, with strong cords at each end, is secured to 
one of the back legs of the stool, and passing over the 
top of the patient's thigh sufficiently tightly, is also 
secured to the other back leg. A strip of moderately 
strong unbleached calico, broad according to the size 
of the patient, crosses the abdomen on and below the 
umbilicus. This in the position under consideration 
is designated '* counter- traction band/' By means of 
the cords at each end it is fixed at the proper degree 
of tension behind. A similar strip of calico passes 
across the back on a level with the point of greatest 
curve. This is the ^'traction band." If the projec- 
tion be very sharp and angular, it is well to make a 
slit, lengthwise as regards the belt, two or three inches 
long, so that one of the laps may lie above, the other 
below the most prominent vertebra; a cord secured to 
both ends of this forms the whole into a loop, into 
which is hitched the hook of the system of pulleys. 
These two strips of calico would always crumple up 
and run into ropes as soon as tension comes on them 
unless prevented, which is easily done by having at 
hand four slips of common soft wood a little longer 
than the belts are broad. They are to be placed out- 
side the calico pretty close to the patient's body, one 
on each side, and into them through the belts, and 
just at their edges, are thrust surveyor's pins. Lastly, 
a one inch wide loop of webbing, properly padded, 
passes across the manubrium stemi under the axilla 
on each side, and is secured by a cord running through 
a single pulley at proper tension behind. This is 
termed the *' lanyard." The surgeon begins by mak- 
ing very slight traction by means of the system of 
pulleys, observing if the tension of his other cords is 
correct, and places the spine in proper position ; if 
not, it can easily be altered by means of the single 
pulleys through which the cords run. All being cor- 
rect he increases the tension, and slips between the 
laps of both traction and counter-traction bands a 
board of wood, from ten to twelve inches long, in 
order to prevent lateral pressure on the thorax and 
abdomen. He now increases traction up to the 
desirable point, recollecting that the Astley Cooper 
system of pulleys multiplies his manual force by six. 
When as much traction as he may deem safe has been 
attained, he fixes the pulley cord by twisting or knot- 
ting it to the loop of the traction belt, thus causing 
the spine to be immobile during application of the 
jacket. 

As this sitting position and slight restraint are 



either not at all or very little fatiguing to the patient, 
the next procedure need not be hurried. , Moreover, 
in order to insure greater hardness and durability to 
the jacket, some colloid may advantageously be mixed 
with the water in which the bandages are soaked. 
The best and most convenient material, in the author's 
opinion, is liquid glue. About a teaspoonful to the 
quart of water causes the plaster to set very firm and 
hard in from twenty minutes to half an hour, accord- 
ing to the warmth of the room. In winding on the 
bandages those parts of the traction and counter- 
traction belts which lie close and tight to the patient's 
body must be included and covered in the turns ; 
those parts which project and stand away from the 
trunk are left out. By putting on the bandages, not 
straight, but somewhat obliquely, the chest and ab- 
domen may be covered, with the exception of some 
little triangular spaces lying under the shelter of the 
projecting parts; these are afterwards dealt with. 

When the plaster has become firm, the traction 
should be slowly relaxed and the calico belts cut away 
about three inches from the trunk, and any little 
roughness in the angle where they begin to project 
removed. Then the triangular interspaces should be 
wetted and covered with plaster soaked in the gluey 
water. The calico lappers (the three inches not cut 
away) are then laid over the newly applied plaster 
and covered by rubbing into them the same material. 

If the surgeon has to deal with a dorso-lumbar, or 
with simply a lumbar kyphosis, the lower belt be- 
comes the traction band, passes to the front, and is 
attached to the pulleys; the upper belt is then the 
counter-traction band, passing across the front of the 
chest as high up as one wishes, and is secured behind. 
No lanyard is required. — Lancet, 



SKIN TBANBPLAETTATIOH AFTEB THIEBSaH. 



By Dr. Urban. 



In an interesting paper based upon his studies at 
Thiersch's clinic, the author states that this method 
of transplantation is always successful if properly 
carried out. He believes that fresh wounds demand 
no previous preparation, but that defects covered 
with granulations should not be grafted upon until 
the secretion and tendency to bleeding have been 
reduced to a minimum and all signs of inflammation 
of the surrounding parts have disappeared. The gran- 
ulations should either be curetted or removed with the 
knife. The skin grafts should be excised in as thin a 
layer as possible; to obtain good reeults it is absolutely 
necessary to cover the defect with grafts arranged 
like the shingles of a roof. The entire surface of the 
wound should be covered, so that not a single raw 
place is exposed. 
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The skin is usually taken from the thigh of the 
patient. As regards the dressings the transplanted 
skin is first covered with a layer of protective, over 
which are placed compresses moistened with a solution 
of sodium chloride. The dressing is changed daily 
during the first seven days. If the grafts are found 
firmly adherent at the end of twenty-four hours, .no 
failure need be apprehended. If a piece of skin has 
been displaced and a raw surface is exposed, another 
graft is taken from the thigh, and applied without 
previous preparation to the defect. 

As regards the final results, the author remarks 
that if the transplantation has been carefully carried 
out, the contraction of the surface is so slight that it 
need scarcely be considered. He reports 350 cases oper- 
ated upon during the last five years. These comprise 
bums, injuries, new-growths, defects after plastic 
operations, nsBvus, contractures and cicatrices, defects 
after operations for necrosis of bones, lupus and leg 
ulcers. — Centralbl, f. d, gesammte ITierapie, July, 
1892. 

THE TSEATMENT OF ITBETEBAL FISTULA. 



By Dr. Arie Gbtl, 



The author reports the following case, which he 
uses as a text for some remarks on the treatment of 
fistulas of the ureters. The patient, a female aged 33, 
first suffered from urinary trouble after the birth of 
her fourth child, delivery being protracted and neces- 
tating the application of the forceps. Since that time 
all urine was passed through the vagina and there was 
incontinence of feces. 

An examination disclosed the presence of auretero- 
Taginal fistula on the left side, a uretero-uterine 
fistula on the right side, a double laceration of the 
cervix and complete rupture of the perineal septum. 

The uretero-vaginal fistula was first operated upon, 
an artificial vesico- vaginal fistula being established, 
the termination of which was situated close to the 
already existing ureteral fistula; for this purpose the 
incision was prolonged as far as the latter and had a 
length of two centimetres. The incision was made 
upon a sound which was introduced into the bladder, 
after previous injection of boric acid solution, so that 
its point impinged upon a Pawlik's catheter which 
was passed for a distance of five or six centimetres 
into the ureter. 

An S-shaped curved thin catheter was then intro- 
duced through the urethra and bladder into the 
ureter, and two strips of mucous membrane were 
excised, the incision beginning at a point of the vesico- 
vaginal wound removed one-half centimetre from the 



terminal portion situated in the proximity of the 
fistulous opening. The mucous strips surrounded 
the fistula in the direction of the vesical wound, from 
one to one and one-half centimetres of intact vaginal 
mucous membrane intervening between them and the 
fistula. 

The ureteral orifice having been thus forced into the 
bladder, sutures were applied. The exposed mucous 
surfaces were united by a line of sutures, which also 
coapted that part of the vesico- vaginal wound situated 
behind these surfaces. Ten days later the stitches 
were removed, the fistula having healed and the blad- 
der having regained its full capacity. 

Various attempts were made to cure the utero- 
ureteral fistula. For this purpose Geyl dilated the 
uterus, and to render the fistulous opening more 
accessible he amputated the corresponding half of 
the cervix. As these efforts, however, proved useless, 
and the patient refused to submit to extirpation of 
the kidney, nothing further was done. — Sammluiig 
Klin. Vortrage, No. 37, 1892.-- Oentralbl /. d. 
gesammte Therapie, 



Treatment of Uncomplicated Fractures of 
the Lower End of the Humerus. — In a paper 
read before the American Surgical Association, May 
31, 1892, Dr. John R. Roberts, of Philadelphia, laid 
down the following conclusions : 

Humerus. — 1. In the treatment of fractures of 
the lower end of the humerus, the divergent angle 
between the axes of the arm and forearm must be 
preserved ; and hence, dressings which interfere with 
the normal difference in level of the radius and ulna 
are not permissible. 

2. Fractures of the lower end of the humerus of 
ordinary severity, are, as a rule, more successfully 
treated in the extended than in the fiexed position. 

3. Because the '^carrying function" is less liable to 
be impaired. 

4. Passive motion at an early date is harmful, and 
should be deferred until union has occurred and the 
dressings have been finally removed. 

5. Good results as to anatopaical conformation and 
as to motion are generally to be expected, and can 
usually be obtained. 

6. Recent fractures in which satisfactory coaptation 
is not obtainable under ansBsthesia may with propriety 
be subjected to exploratory aseptic incisions. Old 
fractures, in which deformity and impairment of 
function are marked, may, within certain limitations, 
be subjected to refracture or osteotomy for the relief 
of these conditions. — Jour, of the Americ. Medic, 
Assoc, 
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THE STBAIOHT TUBE THE SIMPLEST OATHETEB. 



5ur^leal /Hemorapda. 



Ziegenspeck {Centralblatt fur Gynakologie, April 
Hd, 1892)^ states that Wolfner recommends a simple 
straight tube for the female bladder. His reasons are : 

1. The conical end is more easily arrested in folds 
•of the mucous membrane and leads to false passages. 

2. The catheter with side openings is more difficult 
to disinfect. 

3. The catheter with the blind ends and side open- 
ings, has a lost space which it compels us to insert 
and prevents the walls of the bladder lying upon one 
another, when it is emptied ; also the lost space con- 
veys air into the bladder. 

4. By swelling of the mucous membrane, or spasm 
•of the muscular coats, the mucous membrane is 
pressed into the eye of the catheter, making its with- 
drawal difficult. 

5. Foreign bodies, as sand^ mucus, etc.^ pass with 
more difficulty through the indirect passage afforded 
by the opening on the side. 

Kustner, in 1890, suggested glass as the best 
material for the tube. His catheters measured 10 cm. 
and were cut obliquely on one end. 

Ziegenspeck recommends the Kustner instrument 
which possesses all the advantages of Wolfner's^ and 
is easier to clean. The obliquely cut end affords a 
larger opening, and consequently easier emptying of 
foreign masses. In healthy bladders he does not 
advise the use of obliquely cut tubes. He thinks a 
slight curve to Kustner^s glass tube would facilitate 
its passage in some cases, and would not interfere with 
the ease of cleansing it. Glass, he thinks is the best 
material for these tubes, as it can be easily bent, its 
transparency enables any uncleanliness of the instru- 
ment to be detected, and it can be sterilized by heat. 

In washing out the bladder, a rubber tube is at- 
tached to the outer end, by which the nozzle of a 
syringe may be connected, the bladder filled and the 
fluid allowed to run out. The advantages of this 
over the double-current catheter consists in the fact 
that the bladder is stimulated to contract, whereby 
the antiseptic solution finds its way deeper in the tis- 
sues; that air-bubbles are not passed into the bladder 
along with the injecting fluid; its simplicity and cheap- 
ness; the readiness with which it can be improvised. 

In washing out the female bladder, at times he in- 
troduces the glass tube while the injecting fluid is 
streaming through. The fluid returns along the 
side of the catheter. His method of preparing his 
catheters consists in cutting glass tubing in pieces 10 
to 12 cm. long, and melting the cut ends in the 
flame of a spirit-lamp until well rounded. — University 
Medic, Magazine. 



The Ecraseur in Tongue Operations. — Dr. 

Jonathan Hutchinson recommends the use of the cold 
ecraseur wire, considering it much safer than the knife 
and scissors. It prevents loss of blood, and this is of 
great importance in the case of old and feeble persons 
who are often the subject of these operation3. For 
many years the author has not employed any other 
instrument, and with one exception, has never lost a 
single patient. The division of the tongue is always 
accomplished without any bleeding, but after it is 
complete he always seeks for the lingual arteries and 
tries to provoke them to bleed in order to tie them. 
The bleeding of the linguals is always very feeble, 
just sufficient to reveal the artery and no more. It 
never involves any risk of blood passing back into the 
throat. The author always uses a cold iron wire and 
cuts very slowly, taking at least half an hour to the 
procedure. As regards the place of election, he oper- 
ated well behind the disease, and by no means regards 
it as essential to remove the whole tongue. If the 
disease is on one side, the line of section crosses the 
tongue obliquely. There is no inconvenience as re- 
gards subsequent speech from these oblique divisions, 
and the stump left by them is preferable to that 
resulting from the removal of one longitudinal half 
of the organ. One great advantage which attaches 
to the ecraseur is that operations by its aid require 
patience only to be successful. They may be per- 
formed by any one at any time, and the operator is 
but little dependent upon his assistants. This is an 
advantage not to be despised when we remember that 
the circumstances under which cases of cancer of the 
tongue flrst come under surgical observation are often 
such as do not permit of immediate recourse to a hos- 
pital or to a surgeon of special ^perience in such 
cases. Were operations of this kind less formidable 
in the general estimation of the profession, they 
would often be performed at much earlier periods. — 
Annals of Surgery. 

Pyoctanin in Malignant Tumors. — At the 

French Surgical Congress, April 20, 1892, Dr. Nanu 
related his experience with pyoctanin in 25 cases of 
epithelioma and carcinoma. Solutions of the strength 
of 1-100 were injected daily in quantities of 6 to 12 
grammes for several weeks. In some cases improve- 
ment ensued, consisting in decrease of pain, disap- 
pearance of the suppuration and fetid odor, while in 
others a cure was obtained. The injected pyoctanin 
produces necrosis of the cancerous tissues, probably by 
giving rise to thrombosis. It has the advantage over 
caustics of exerting no effect upon the healthy parts. 
— Wien. Medizin. Wochenschr, 
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Resection of the Liver.— Dr. W. Keen, of Phila- 
delphia, reports the case of a woman in which he 
remoyed a multiple cystic tumor of the liver. The 
attachment of the growth to the liver was divided 
with the thermo-cautery, but as the cysts extended 
deeply into the liver substance, they were enucleated 
with the thumb nail. The liver stump resembled that 
of an amputation with two flaps. It was burned with 
the tbermo-cautery and then the two flaps were 
united by five deep sutures. Although four large veins 
were ligated, the hemorrhage was slight. A drainage 
tube was inserted after the abdominal cavity had been 
flushed with hot water, and was removed in forty-eight 
hours. The patient made a good recovery. Dr. 
Keen's conclusions, based upon his own and other 
oases are as follows: 

Both experiments on animals and operations on man 
have shown that tumors of the liver, and even large 
portions of the liver itself, can be removed without 
nndue disturbance of the function of this organ; 
the experimental evidence makes it probable that the 
liver-tissue may be regenerated and the loss made 
good. 

The escape of bile into the peritoneal cavity is not 
a usual phenomenon after such an operation ; it may 
generally be prevented by searing the raw surface of 
the liver, by ligation, or by securing the stump in the 
abdominal wound. Even if the bile enters the peri- 
toneal cavity, the result is not necessarily fatal. 

Hemorrhage need not be greatly feared. The ves- 
sels can often be tied separately or in mass, or cut 
through by the cautery, or controlled by pressure, or 
by a combination of these means. 

Besection or amputation is best done by enuclea- 
tion, by the cautery, or by the knife or scissors, pre- 
ferably, perhaps, in the order named. In case of a 
tumor with a very large base of attachment, the 
operation may be done in two stages, the base being 
surrounded by an elastic ligature in the interval. 

The mortality thus far has been only about ten 
per cent. — Boston Med, and Surg. Journal. 



The Ureteral Catheter.— Dr. Howard A. Kelly, 
of Baltimore, believes, that this instrument should 
form a part of the regular armamentarium of the 
gynecologist. The catheter which he employs is a 
modification of Pawlik's instrument. It consists of 
a slender metal tube, 30 centimetres in length and 2 
millimetres in diameter. At the end which is intro- 
duced into the ureter it is slightly curved for two 
centimetres, and terminates in an olive shaped point 
l}i millimetres in diameter. Any further diminution 
of the size of this point renders it liable to pierce the 
bladder in the attempt to catheterizc the ureter, 



while if it is larger, it is difficult to introduce into 
the ureteral opening. As the eye of Pawlik's cathe- 
ter would frequently catch and cut the mucous mem- 
brane of the urethra, the author has replaced this by 
several perforations in a little gutter counter-sunk on 
the concave side of the shaft near the point of his 
instrument. The opposite end of the catheter at the 
handle is provided with a lip curving downward to 
facilitate the discharge and collection of urine in a 
finely graduated tube. During the introduction of 
the catheter this end of the tube is plugged with a 
short metal rod, otherwise the urine would continu- 
ally escape from the bladder while the orifice of the 
ureter was being sought. This little rod is attached 
by a fine chain to the catheter to prevent its being 
lost. A fixed metal handle is placed four centimetres 
from the end of the instrument, six centimetres in 
circumference, and flattened on the side toward 
which the point is directed. — American Journ, of 
Obstetrics^ June, 1892. 



Extirpation of Cerebral Tumors. — Dr. Von 

Bramann reported two cases at the German Surgical 
Congress, June 10, 1892. The first patient had sus- 
tained a violent blow against the head one and a half 
years before. Some time after, weakness of the first 
three fingers of the left hand, then of the left arm 
and paralysis of the left half of the face developed, 
with spasmodic contraction of the paralyzed parts. 
A diagnosis of tumor in the region of the posterior 
central fissure was made. This area of the brain 
was exposed by removal of a portion of bone measur- 
ing six centimetres with the chisel. A bluish tumor 
was found which, on incision, proved to be a cyst. 
About 30 grammes of a clear serous fluid were evacu- 
ated, and a drain inserted. The wound healed with- 
out reaction and the paralysis subsided. Three weeks 
later, however, the attacks recurred, and a second 
operation was undertaken which disclosed a cystic 
tumor which was drained. As the attacks again 
appeared a third operation was performed and the 
tumor, a round-celled sarcoma, was completely re- 
moved. At the time of the report the patient had 
not had an attack for three months. The second 
patient also received a blow against the head and 
some time after suffered from weakness in the left 
hand, severe headache, impairment of sight and 
memory, with gradually developing paralysis of the 
entire left arm, face, and choked disc. A tumor 
of the central convolution was diagnosed, and this 
diagnosis was confirmed by the operation. The 
tumor was a spindle-celled sarcoma of the size of a 
small fist, and was readily extirpated. Recovery was 
not complete owing to the persistence of some focal 
symptoms.- TTicn. Medizin, Wochenschr, ,^o.2S, 1892. 
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Contribution to the Treatment of Epididy- 
mitis without Restriction of Exercise, with a 
Sketch of a Simple Bandag-e. — Philippson 
{Therapeutische Monatshefte, April/ 1892) describes 
a new treatment of epididymitis which allows the 
patient perfect freedom to go about. The principles 
of his treatment are : 

1. Oompression of the testicle^ which causes the 
inflammatory swelling rapidly to disappear. 

2. Puncture of the tunica vaginalis. Sometimes 
compression alone is indicated, while in other cases 
puncture and compression may be necessary. 

As a dressing iodide of lead plaster was first tried, 
but this had the disadvantage of producing excoria- 
tions. He then used suspensories. It was found 
difficult to get two alike, and they were rather diffi- 
cult to adjust. One of two methods of compression 
by means of bandages may be used : 

1. Two flannel bandages, quite elastic, and two 
circles — one of flannel and the other of gutta-percha. 
One bandage flrst draws down the testicle from the 
inguinal canal. The two circles are then placed 
underneath the testicle and covered by succeeding 
turns. 

This method often produces unbearable pain. 
The author recommends the following: 

2. A flannel bandage, three metres long and three 
centimetres wide is used, the first turn being applied 
above the testicle. This end of the bandage he allows 
the patient to hold until the following circular turns 
are firm enough to hold it and prevent the testicle 
from slipping up towards the inguinal canal. The 
dressing is then completed by alternate circular and 
spiral turns of the bandage, and the two ends fas- 
tened together with a safety pin, and the whole sur- 
rounded with a suspensory bandage. This dressing 
may be reapplied daily. — University Medic, MetgcL- 



zxne. 



Ganglion and Inflammation of Tendon 
Sheaths. — Dr. 0. S. Evans, of Cincinnati, regards 
subcutaneous puncture or forcible rupture as only 
palliative means of treating these affections, as the 
ganglia thus treated are sure to return. Subcutane- 
ous puncture has the advantages over rupturing by a 
blow of being much less brusque, and just as sure, 
while its dangers are exceedingly small if it is per- 
formed under antiseptic precautions. It should, 
however, be borne in mind in cases of ganglia situated 
on the palmar surface of the wrist that, owing to 
their proximity to the radial artery, subcutaneous 
puncture might easily lead to a wound of the artery 
and the formation of a traumatic aneurism. The 
author thinks that although electrolysis of these 



tumors has been but little used, they are conveniently 
situated and adapted to this method of treatment. 
Extirpation, which has of late years grown much in 
favor, must be performed under the strictest antisep- 
tic precautions. Dr. Evans says that it can only be 
advised, conscientiously, for those cases which stub- 
bornly recur after treatment by other methods, or 
those which have some especial symptoms, pain, ten- 
derness, etc., which seriously interfere with the 
following of the vocation of the person so affected. 
It is also to be recommended for those ganglia which 
lie in close connection with the radial artery. — 
Americ, Joum. of Med. Sciences. 



The Treatment of Varices of the Lower 
Extremities. — Dr. Prawdoljubow (Bolniischnaja 
Gazetta Botkina) has treated a number of cases by 
Trendelenburg's method, which consists of excision 
of a piece of the great saphcna vein after previous 
double ligation. He employed this treatment in three 
cases of varices, eight cases of varicose ulcer of the 
leg, and one case of hemorrhage from a ruptured varix. 
The operation was performed under cocaine ansesthesia 
and the wounds healed by flrst intention. The results 
were excellent. In eight cases the varices disappeared 
completely ; in four cases they were scarcely noticea- 
ble. The pains and feeling of weight in the extremi- 
ties were entirely relieved, the ulcers cicatrized 
rapidly; oedema was no longer observed after the 
operation. Recovery has persisted in all the cases. — 
Oest ungar. CentralbL f. d. Med. Wissenschafien, 



Effect of Ice Bags in Amputation.— Dr. J. 

Shaud reports two cases illustrating the advantages 
of ice in amputation cases, in both of which the 
wounds healed by first intention. He has also used 
cold water dressings after operations for shattered hand 
(all caused by gunpowder explosions during the 
shooting season) with very satisfactory results. In 
his opinion the ice dressing acts as an excellent hsem. 
ostatic and antiseptic. — Edinburgh Medical JoumaL 



Antiseptic Mixture,— On the ground of experi- 
ments made at Pasteur's Laboratory, Dr. J. de Christ- 
mas finds that the following mixture possesses very 
effective germicidal powers : acid carbolic, 9.0, acid 
salicylic 1.0, acid lactic, 2.0, menthol, 0.1. The 
three acids are heated until they become fluid and 
then mixed. This mixture is very soluble in glycer- 
ine and in water to the extent of 4 per cent Its 
germicidal power is said to be greater than that of 
carbolic or salicylic acids. — Wien. Medizin, Woehet^ 
schr., No. 26, 1892. 
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A New Form of Application of Lactic Acid. 

— In his seryice at the Hamburg Oeneral Ho9pital, 
Dr. Zippel has obseryed some excellent results from 
the use of lactic acid in various forms of tuberculosis. 
Especially favorable effects were obtained from the 
application of gauze tampons soaked in the acid. 
For the purpose of exerting a more continuous action 
upon tuberculous fistula Zippell experimented with 
lactic acid made up in the form of rods. Great diffi- 
culties were encountered in the attempt to prepare a 
paste having the proper consistence, that of an elastic 
bougiOy on account of the hygroscopic character of 
lactic acidy in consequence of which the rods became 
soft and sticky. This was obviated in the following 
manner : The paste which consists of gelatine, lactic 
acid and water^ aa 50 grams, is rendered fluid by 
slightly heating, and then menthol 30 grams is added. 
It is then poured out in form of rods and preserved in 
an ice box for twenty-four hours. The rods are then 
dried in an exsiccator (a tin box having a double, per- 
forated bo^m) over chloride of caleinm, and in from 
eight to ten days have usually acquired the requisite 
consistence, containing about forty per cent, of 
lactic acid. They are then covered with a layer of 
collodium and can be well preserved in this form. 
Before introduction of the rod into the fistula the 
point is cut off obliquely. Thi« is done in order that 
tlie paste may undergo solution from the point, and 
thus act, first of all, upon the deeper parts of the fis- 
tula. The collodium envelope may be removed in a 
few days as an empty sac. In place of collodium the 
bougies may be preserved in oil or benzine to which 
30 per cent, menthol has been added. The addition 
of menthol diminishes the pain experienced from the 
lactic acid application. If the gelatine in the paste 
is replaced by starch and tragacanth, the. rods be- 
come less elastic, but harder. — Centralblf. Chirurgie, 
No. 10, 1892. 



Operations upon the Gall Bladder.— In apaper 
read before the French Surgical Congress, Dr. Ter- 
rier reported eight cases of cholecystectomy, with 
seven complete recoveries and one death. Of his 
cholecystotomies three cases recovered, among them 
a child twelve years of age, whose bile contained 
micro-organisms. One case terminated fatally from 
peritonitis. He performed cholecystenterostomy in 
a case of tumor of the head of the pancreas, the 
patient dying six months after the operation. L6onte 
reported two cases of cholecystotomy, in one of which 
the bladder was extirpated latev on account of persist- 
ence of the fistula. Bichelot has performed cholecys- 
tenenterostomy without permanent success. Chole- 



cystotomy was done at a later period and the patient 
died of hemorrhage from the hepatic artery. Duret 
opened the abdomen in the case of a very obese woman 
who had suffered for six years from abdominal pains,' 
and finding a sclerosis of the gall bladder owing to 
the presence of calculi, he performed cholecystotomy 
with success. 



The Management of Gangrenous Hernia. — 

Dr. Herbert L. Burrell concludes that questionable 
gangrenous hernia should be treated either extra- 
peritoneally or by immediate intestinal resection. 
Whether to treat a gangrenous hernia extra-perito- 
neally or by resection must depend entirely upon the 
individual case, and the following factors should be 
considered : (a) The general condition of the patient. 
(b) The age of the patient, (c) The length of time 
the hernia has been constricted. [This in relation to 
the probable time at which the intestine will give 
way, and the extravasation of fasces takes place], (d) 
The circumstances under which the operation is 
performed, whether the surgeon is ably assisted, (e) 
The portion and amount of intestine involved ; for 
in some instances where an artificial anus is estab- 
lished high up in the intestinal track the patient is 
practically starved to death. The management of 
a gangrenous hernia requires prompt and accurate 
judgment^ founded on a large experience, and it is 
only by carefully formulating our ideas that we can 
meet the emergency with intelligence. — Boston Med. 
and Surg. Journ., No. 9, 1892. 



The Treatment of Hydatid Cysts. —Dr. 

Bouilly divides the methods of treatment into two 
classes : 1, incision and 2, combined puncture and 
injection of sublimate solution. Cysts containing 
daughter cysts and little fluid, cysts which are con- 
fined to some particular organ, and cysts which are 
suppurating should be incised. Simple cysts contain- 
ing considerable quantities of clear fiuid should be 
punctured and injected. The technique of Bacilli's 
method of sublimate injection may be modified as 
follows : After drying the cavity of the cyst, five 
grammes of Van Swieten's solution are injected and 
allowed to remain. — Wien. Medicin. Wochenachr. 



Radical Cure of Ranula.— F^lizet recommends 
that the ranula be laid open by an incision through 
the mucous membrane. After the fiuid has been 
evacuated, the cavity is packed with pieces of sponge, 
and then the entire cyst can be enucleated without 
difficulty.— Oen^ra/J/./. CTiirurgte, No. 10, 1892. 
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What Becomes of Pathogenic Microbes in 
the Dead Body. — Dr. von Esmarch has made a 
series of experiments to settle this qaestion. The in- 
vestigations were made on mice, guinea-pigs and rab- 
bi ts, which suffered from septicffimia, anthrax, cholera, 
malignant oedema, tuberculosis, tetanus and typhus. 
The cadavers were either buried in the ground or pre- 
served in air or water. The pathogenic bacteria were 
destroyed in every instance within a longer or shorter 
time. Their destruction was especially rapid where 
decomposition had taken place. Pathogenic microbes 
may, however, be destroyed without the agency of 
bacteria of decomposition, probably in consequence 
of lack of oxygen. — Z&itsch, f. d. Ifygiene, Bd. 7. 



Exjunination of the Blood for GonococcL— 

According to L. JuUien, gonococci are found in the 
blood not only in cases of gonorrhoda, which are com- 
plicated by rheumatic affections, but also in those 
which are complicated by cystitis and orchitis. This 
view has been disputed by Welander, Aubert, Roux, 
and others. F. Trapesnikoff (Medycina, 1892) has 
examined the blood in thirty-two cases where gono- 
cocci were present in the discharge, the gonorrhoea 
being complicated by epididymitis, orchitis, cystitis, 
prostatitis, arthritis and paraplegia. He failed, how- 
ever, to find gonococci. His conclusions are as 
follows : 

1. In cases of gonorrhoea, where the complications 
mentioned by JuUien were present, no gonococci 
occurred in the blood. 

2. Without denying the possibility of gonococci 
entering the blood, their presence can be much less 
frequently determined microscopically than Jullien 
has stated. 

3. The presence of gonococci in the pus in gonor- 
rhoeal arthritis and other complicating affections may 
be due to the entrance of microbes in the lymph 
channels. 

4. In cases where the direct action of gonococci 
cannot be demonstrated, the complications of gonor- 
rhoea are brought about either by the extension of the 
inflammatory process jp«r continuatem or through the 
agency of toxines. 

5. The constant occurrence of gonococci in pus 
cells and leucocytes is not available in the differential 
diagnosis of this microbe. — Oesi. ungar, GerUralbl /. 
d. inedicin. Wisaensch. 
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In your journal of June last, I saw a case reported 
of the above, by John H. Jamar, M. D., and as he 
thought the subject worthy of further consideration^ 
I would refer your readers to Fagge's Praeiice of Med- 
icine, vol. 1, page 712, where he refers to the practice 
of compression of the carotids as far back as the 
dose of the last century, as follows : 

*' Even when an epileptic attack has fully developed 
itself, there is evidence that it may sometimes be cut 
short by compression of the carotid artery in the 
neck. This procedure must be supposed to diminish 
to some extent the blood supply to the brain. It was 
first suggested by Dr. Parry, of Bath, toward the end 
of the last century. He related a case in which it 
proved successful. A man, who had been liable to 
epilepsy for two years, was one day beginning to have 
a fit; his eyes were assuming a vacant stare, and con- 
vulsions were beginning about his throat, when Dr. 
Parry made strong pressure over the right carotid 
artery. Upon this the convulsions ceased, and the 
attack proceeded no further. He instructed the 
patient how to compress the vessel, and the latter after- 
ward assured him that when he had sufficient warn- 
ing he was often able to prevent the epileptic paroxysm. 
At Gu3^B Hospital I have often seen this practice 
adopted by Mr. Stocker, and sometimes with striking 
results. I think, however, that it has been espec- 
ially useful in cases in which there was a strong hys- 
terical element; and I have never been able to satisfy 
myself that the success which has now and then at- 
tended it has really been due to arrest of the flow of 
blood through the carotid artery. The plan which 
Mr. Stocker used to adopt was to press both thumbs 
into the neck, one on each side, toward the spine. In 
doing so he, doubtless, compressed many other parts 
besides the carotid arteries, and the pain which he 
must have caused may well be supposed to have been 
concerned in the rapid restoration of the patient to 
consciousness, at least when the case was of an hys- 
terical character." 

STEPHEN LAUBACH, M.D. 

Easton, Pa., June 8, 1892. 
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jiK'W YORK, SEPTSMBBR, 189;^. 

THE NEOESSITY FOR A NATIONAL BAGTEKIOLOQI- 
OAL INSTITUTE. 



Trials oft are blessings in disguise^ and the visit of 
that dread Eastern immigrant, the cholera, to onr 
shores, may be at last of good and not of evil import. 
It may remind us forcibly of that solidarity of the 
nations which onr isolated position but too often leads 
us to forget; it may stimulate us to take some fitting 
share in the great works of international polity from 
which we have too long held aloof. 

The epidemic scourges of mankind, the contagia by 
which man slaughters his f eUow, have been stimulated 
in no slight degree by that ever increasing facility and 
rapidity of inter-communication which forms so 
essential a part of our modem civilization. Golnm- 
bus^s momentous voyage, which linked two worlds, 
possibly gave to the Eastern one the dread gift of 
syphilis. 

Five hundred miles a day on water ; a thousand 
miles a day on land ; this is the pace that mankind's 
efforts enable those poisons to attain. And thus the 
outbreak of a contagious disease in Persia or Eastern 
Russia is more to be dreaded to-day than was a simi- 
lar epidemic not a hundred miles from our portals a 
century ago. 

Hence arises the necessity for systematic and con- 
certed efforts to combat the rapid travelling of disease 



germs and to save mankind, as far as possible, from 
the effects of this incident of civilization. The older 
nations have long recognized their responsibility in 
the matter. Health boards, medical supervision of 
travel, quarantine regulations, have long been the 
subjects of State care and regulation. And we have 
of late endeavored, with no small success, to follow 
in their footsteps. But in another and equally im- 
portant place we have done nothing ; we have sat idly 
by with folded hands, content to let others work for 
us, or to leave the work undone. The investigation 
of the contagia, the study of their characteristics, the 
search for the best means of destroying them or limit- 
ing their ravages ; this work we havfe taken no share 
in. It is wrong to say that this matter is technical — 
not purely practical, or to enquire whether the research 
of contagia, which has been the scientific glory of 
the last decades, has, as yet, given tangible results. 
Galvani's experiments with frogs legs, and Volte's 
pile of metals opened a field sterile for decades — as far 
as practical results were concerned ; but a field which, 
ardently cultivated, has given us the telegraph and 
electric power, and shall give us things as yet un- 
dreamed of. All knowledge is power. The work 
done on the comma bacillus may not yet have enabled 
us to save a single case of cholera that would other- 
wise have died. But who can doubt that it is the 
beginning of a new era in the relations of mankind to 
the scourge ? 

It is time that we took a place in this great work 
that is worthy of our position among the nations. 
Epidemics like the present demonstrate the import- 
ance to mankind of these things above all others ; far 
above many things to which the community devotes 
its energies. Individual effort is hopeless ; concerted 
effort can do everything. 

A central laboratory should be established by the 
Oovemment equipped with all the modem appliances 
for the experimental study of contagia, with experi- 
ment stations, and with a staff large enough to cover 
the whole ground and paid weU enough to secure the 
most efficient services. Finally, and above all, such 
an institution must be entirely free from the taint of 
politics. The Imperial ^^Gesundheitsamt," at Ber- 
lin, which is conducted by Professor Koch, may well 
serve as a model of what a moderi> civilized govern- 
ment should do in this direction. There are, to be 
sure, a number of laboratories either private or con- 
nected with the medical schools, but the workers 
there are almost invariably men who depend upon 
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active practice or teaching for a livelihood, and who 
purflue bacteriological research as amateurs. The 
entire time and all the energies of the best men are 
requisite for this work. Only the Government can 
guarantee these conditions. 

Only the Government has the force at hand to 
investigate contagious diseases ; and on the Govern- 
ment, representing the entire community, the duty 
devolves. Systematic and careful work in the investi- 
gation of human and animal plagues; work done on 
the largest scale and with the facilities that only the 
Government can supply ; this is far more important 
to the sixty millions of this community than petty 
trade and boundary disputes. — Salus supremum 
jus/ 



THE TKBATMEFT OF RUPTHEED TUBAL PREQ- 
NANOY. 



Within the last few years our ideas regarding the 
pathology and treatment of extra-uterine pregnancy 
have undergone considerable change. Contrary to 
what was formerly taught, we know now that 
the tubal variety of extra-uterine pregnancy far 
exceeds the. others in frequency, that rupture of the 
tube does not necessarily take place during the first 
three months, and that the foetus may sometimes be 
retained in the tube until it has reached its full 
development. We have also learned to diagnose 
these cases at an earlier period, and thus avail our- 
selves with a greater share of success of surgical 
interference. In the Berliner Kliniache Wochen- 
schrift, Professor Gusserow has recently published 
the results of his large and valuable experience. His 
paper is chiefly devoted to the discussion of cases of 
ruptured tubal pregnancy where prompt surgical in- 
tervention was the means of saving human life, even 
after hemorrhage into the free abdominal cavity had 
occurred. Among the twenty cases reported there 
were thirteen in which the symptoms of internal 
hemorrhage developed suddenly, and seven in which 
collapse was preceded by signs of hsBmatocele. The 
diagnosis in none of these cases was difficult. The 
sudden occurrence of syncope and symptoms point- 
ing to internal hemorrhage (rapid and feeble pulse, 
dyspncBa, cold extremities, etc.), in a previously 
healthy woman who presents subjective or objective 
signs of pregnancy, is sufficiently characteristic of 
this condition. But even if the hemorrhage be due 
to other causes than a ruptured tube, the author urges 
the immediate performance of abdominal section and 
a careful search for the source of the bleeding as the 
besi means of saving the life of the patient. Among 
the thirteen cases in which the rupture was ushered 
in by symptoms of primary internal hemorrhage and 



in which the patient was more or less in a dying con- 
dition at the time of operation, there were two deaths; 
but these could not be justly attributed to the lapar- 
otomy ; one patient succumbed to old kidney trouble, 
thirty days after operation, the other to delay in 
operating. In all these cases symptoms pointing 
more or less to pregnancy were present, and in eleven 
the symptoms of extra-uterine foetation had existed 
for some time before rupture, such as frequent 
attacks of colicky pains, slight uterine hemorrhages, 
syncopal paroxysms, etc. Discharge of shreds of 
decidual membrane, which has been regarded by some 
of much diagnostic importance, could not be positively 
determined in any of the cases. In eight cases the 
foBtus was found during operation, in five chorionic 
villi were detected by microscopical examination. The 
seven other cases reported by the author belonged 
to a distinct class of relatively rare occurrence. 
Characteristic symptoms of hsematocele (retro-uterine) 
were present for some days before the occurrence of 
internal hemorrhage, which was evidently due to 
rupture of the bloodvessels in the walls of the cyst. 
Laparotomy was the means of saving six of the 
patients, the seventh was in a hopeless condition 
before operation, which was undertaken as a dernier 
resort. 

The author's brilliant results are in themselves a 
strong argument in favor of the prompt operative 
treatment of these cases. Of course, the success of 
surgical intervention, leaving out of consideration 
the skill of the operator must depend, to a great 
extent, upon the condition of the patient at the time 
of operation and the strict observance of antiseptic and 
aseptic methods. Inasmuch as the details necessary for 
a rapid and aseptic laparotomy can seldom be secured 
in private practice, the author advises immediate 
removal of the patient to a hospital, believing that 
the dangers of transportation are more than counter- 
balanced by the benefits received. It is certain, how- 
ever, that this suggestion will seldom be adopted by 
the physician and family of a patient in so desperate 
a condition. 



A very full programme is announced for the com- 
ing meeting of the American Electro-Therapeutic 
Association which is to be held in New York, at the 
Academy of Medicine, 17 West 43d Street, October 
4th, 5th and 6th. 

There will be two interesting discussions ; one 
upon '* The Relative Pceticidal Value of the different 
Currents and their Application to Ectopic Gestation,*' 
to be discussed by many prominent gynecologists and 
electricians, and another upon '' Cataphoresis and 
its Practical Application as a Therapeutic Measure." 
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Ori^ipal prtiqles. 



THE KUBBEE BULB AS AN AID IK INTESTINAL 
RESEOTION. 



By Francis Reder, M. D. 

Surgeon in the Belief Corps of tlie G. B. cfe Q. B. B. SyHem, 

Headquarters at Hannibal, Mo. 



An inflated bulb introduced into the lumina of a 
resected bowel to facilitate proper coaptation of the 
wound margins, simplifies the subsequent suturing 
of the gut, but it might appear as though this pro- 
cedure would render such a delicatet operation a 
more difficult one, 

A study, however, of this instrument, when in 
position, will be sufficiently convincing that with 
its aid the operation cannot only be performed with 
less difficulty, but more neatly, and within less time 
and with less assistance, than similar operations that 
have been performed by ordinary methods. 

In all operations, and especially in operative pro- 
cedures upon the abdominal viscera, it is very neces- 
sary that the field of operation should be easy of 
access, with a proper exposure of the part to be 
operated upon. The use of as few instruments as 
possible, so that the movements of the operator may 
not be unnecessarily impeded, is to be advised. 

An operation properly performed upon the intes- 
tine is always smooth acnd clean. Beyond the 
severing of the canal there is no danger of otherwise 
wounding any important structures. The hemorrhage 
that ensues is hever profuse, and is easily controlled. 




Fig. 1.— Size No. 1 Balb before inflation. One-half actual size. 

It is the manipulation and wounding of a very vital 
part of the body that causes the alarm as to the 
patient's subsequent progress. This reason is sufficient 
to demand that the operation be performed quickly and 
neatly, with as little handling and exposure of the gut 
as possible, as this adds to the shock and increases the 
danger of exciting peritonitis. Work with as few 
instruments upon the tissues of the bowel as practi- 
cable. Do not squeeze or cause the gut to become 



contused unnecessarily. Simplify the operation as 
much as your judgment will permit. Bear in mind 
that he who has acquired that wonderful qualification 
called ''delicacy of touch/' is most apt to be 
rewarded by the best results. There is as much dif- 
ference between an intestinal operation and an 
amputation, as there is between a reduction of a 
dislocation and the setting of a fracture. 

The "inflated bulb," upon which the interest of 
this paper is based, is placed in the hands of the 
surgeon as an instrument to assist him in his labors, 
with the possibility of increasing the success of such 
delicate operations. The appliance consists of a 
bulb and a stem made of soft rubber. There are 
three different sizes, adapted for the large and small 
intestines. The only difference as to the size is found 
in the transverse diameter, the long diameter remain- 
ing the same. Size No. 1 consists of a bulb made of 
the softest rubber, in thickness equal to the "toy 
balloon " rubber. It has a length of four and one- 
half inches, with a uniform diameter of one inch, 
allowing an inflation to a maximum diameter of one 
and one-half inches. The ends of this bulb are 
bluntly pointed to permit of easy introduction. In 
the center of the bulb a tube eight inches long is 
attached. This tube is made of rubber equal in 
thickness to that of a small drainage tube, and has a 
diameter of one-eighth of an inch. Size No. 2 has 
a diameter of two inches, allowing inflation to a 
maximum diameter of two and one-half inches. Size 
No, 3 has a diameter of two and one-half inches, 
allowing inflation to a maximum diameter of three 
inches. 



Fig. 2.— Size No. 1 Bulb infiated. One-half actual sire. 

The important part that this instrument plays in 
the operation of resection of a portion of intestine 
will now be considered. It will be necessary, in 
order to more fully comprehend the usage of this 
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instrument, to give the history of an operation of 
enterectomy. 

The disease, which proved to be a scirrhus of the 
sigmoid flexure, was located about one inch below the 
junction of the descending colon with the sigmoid 
flexure, almost occluding that portion of the gut. 
The section necessitated the removal of about two 
inches of intestine. All the preliminaries of the 
operation having been arranged, insuring thorough 
antisepsis, an incision, about six inches long, was 
made about one and one-half inches to the left of 
the umbilicus, and the diseased portion of the gut 
exposed. Warm cloths and sponges were kept 
about and over the wound, and no part of the intes- 
tine was allowed to become unnecessarily exposed. 
Aseptic bands one-quarter inch in width were placed 
around the bowel, one about three inches above, and 
the other about three inches below the diseased por- 
tion, sufficiently constricting the bowel, so that 
nothing could pass beyond the bands into the fleld of 
operation, thus enabling the bowel operated upon to 
be kept in an aseptic state. 



apposition being made in this w4y, the bulb was 
inflated to such an extent that the bo^el tissue in 
immediate contact with the bulb was put upon a 
gentle stretch, and the end of the tube secured to 
prevent any escape of air. 

It sometimes happens that the lumina diflEer in 
size. This is especially the case in operations upon 
the small intestine where there is no sacculated 
condition of the gut. In the large intestine it is to be 
expected, owing to the presence of the sacculations 
and constrictions. Such a difference in caliber 
where the gut is not normally sacculated, is caused 
by the contraction of the circular muscular fibres of. 
the gut, the Incision on the one side having passed 
through a portion of the bowel where the circular 
fibres were more numerous than in the portion 
through which the other incision was made. 



Fig. 8.— Diseased portion of gut ; dotted lines showing the section. 

The diseased gut was next excised. In doing this 
one sweep of the scissors was sufficient to cut through 
the full lumen of the gut on one side of the disease. 
A similar cut on the other side of the cancerous 
growth made the exsection complete, with the excep- 
tion of the mesenteric attachment. To sever this, 
a triangular incision was made into the mesentery to 
permit a good approximation of its own margins 
and with those of the gut. After the remova of the 
carcinomatous tissue the field of operation presented 
two lumina of intestine, whose margins were, appar- 
ently, in a proper condition to be united. The 
interior of both ends of the bowel was next cleansed 
with sterilized water. The *' inflated bulb " was now 
introduced — size No. 3 answering admirably for the 
caliber of this gut. The bulb, only partially inflated, 
was introduced with one end into the lower, the 
other end into the upper bowel. The lower bowel 
was gently grasped between thumb, index and middle 
fingers of one hand, the other hand likewise encir- 
cling the upper bowel. The ends of the intestine 
were slipped together over the bulb so that the mar- 
gins of the wound came in contact. The proper 



Fig. 4.~SlippiDg gut upon the partially Inflated balb. 

With the full inflation of the bulb this difference 
of caliber is overcome, so that the operator will not 
experience this difficulty when placing the final 
sutures. The inflation will also tend to decrease to 
some extent the evorsion of .the mucous coat, which 
sometimes causes considerable annoyance during 
suturing, by protruding very markedly. 



Fig. 5.— Showing Inflated bolb in position. 

In the case under discussion the stretching of the 
bowel tissue upon the bulb was sufficient to retain the 
gut in the proper position without any further assis- 
tance. There is a possibility, however, that the gut 
may have a tendency to slip off. Under such circum- 
stances, a small instrument, called the *^ serre-fifi/' 
made of small spring wire is called into requisition. 
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It answers the purpose very well in holding th» 
tissues in apposition till they are secured by sutures. 
Two serreS'fins will invariably answer the purpose, 
one being placed about the mesenteric attachment, 




Fig. 6. 

the other immediately opposite on the lower border of 
the bowel. These instruments will keep the margins 
of the wound in perfect apposition by gently com- 
pressing them. With a skillful assistant, however, 
it will not be necessary to resort to these instru- 
ments. 



Fig. 7.— Showing introduction of a Czerny suture. 

The portion of the bowel in immediate relation to 
the inflated bulb, resembled a well stuffed sausage, the 
wounded margins in good apposition, with the mucous 
coat slightly everted owing to the retraction of the 
longitudinal muscular layer. It was now compara- 
tively easy to place the different sutures that require 
so much delicacy in their introduction. The suture 
recommended in intestinal surgery is the '* inter- 
rupted suture." They are of three distinct kinds, 
and these three are generally all used during 
an enterectomy. The sutures are : the Czerny, a 
suture used only for uniting the mucous membrane. 



Vy 



Fig. 8.— Needle for mucous coat. Actual size. 

It is introduced by passing from within the canal a 
thin and strongly curved needle threaded with some 



Fig. 9.— Needle for serous coat. Actual size. 

fine silk, through the mucous membrane, so that the 
knot can be made to appear in the canal of the 



gut. Next is the Lembert suture, used in bringing 
together the serous membranes. This stitch is one 
of greatest importance. Piercing the membrane 
with a thin straight needle from one and one-half to 
one and three-quarters inches in length (a common 
cambric needle answers very well), about one-quarter 
of an inch from the margin of the wound, the serous 
and muscular coats are picked up. After traversing 
the muscular coat it is brought out about one-six- 
teenth of an inch from the edge, and carried across 
to the opposite side ; then the needle again perforates 
the serous and muscular coats one- sixteenth of an 
inch from the margin of the wound, and traversing 
the muscular coat makes its exit about one-quarter of 
an inch from fhe margin. The silk is tied with a fric- 
tion knot. This stitch causes the edges of the 
wound to roll in, thereby bringing together two 
peritoneal strips of one-eighth of an inch in width. 



Lembert Suture. 



— S«roai co«t. 
— Miuculur coat. 
— Macous coat. 



Fig. 10. Czemey Suture. 

A third suture is the ** intermediate." This stitch 
can only serve as a support to the Lembert suture 
when introduced. It, to some extent, lessens the 
tension, but does not possess any particular value. 
The needle used is identical with the one employed 
in placing the Lembert suture. Entering the serous 
coat about one.-eighth of an inch from the margin of 
the wound, the needle is passed into and along in the 
muscular layer to the edge of the wound, whence it 
is withdrawn. Passing to the opposite side it reen- 
ters the muscular coat, traversing the layer for about 
one-eighth of an inch, and is then brought out. 

When the mucous membrane has been well brought 
together, and a good Lembert suture has been accu- 
rately placed, it would be of little importance to 
introduce the intermediate suture. It certainly 
could not be of any assistance in securing a more 
perfect closure of the bowel to prevent leakage. 

Intermediate Suture. 





Fig. 11. 

Alternating between the Lembert and intermediate 
sutures while stitching a gut is not to be recom- 
mended, since the intermediate suture, immediately 
following a Lembert, becomes a partial Lembert 
after the knot is tied, as the relative position of the 
tissues will show. In this respect it would, to some 
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extent, hinder the Lembert suture in fully accom- 
plishing its duty of securing perfect closure of the gut. 
The circular suture of the intestine is best accom- 
plished by using the Czerny and Lembert sutures 
only, allowing one Czerny to every three Lembert. 
It is the simplicity and solidity of the suture that is 
desired. The average number of sutures generally 
required in an enterectomy ranges from twenty to 
thirty. However, this entirely depends upon the 
size of the bowel operated upon. The closer the 
Lembert suture is placed, the greater are the chances 
for success, and the more marked is the skill on part 
of the surgeon. The object is to so close the canal that 
there will be no leakage, and that the peritoneal sur- 
faces are sufficiently brought together, so that union 
may ensue. It is in this way only that union can be 
obtained quickly enough to prevent leakage, as has 
been shown by Lembert. 



be thoroughly exhausted, so that the tension upon the 
immediate sutures during extracting may be reduced 
to a minimum. After extraction of the bulb the open- 
ing was closed with two Czerny and four Lembert 
sutures. In placing the final Czerny sutures, it was 
found impossible to so insert the stitch that the knot 
could be brought into the canal, it was, therefore, 
left imbedded in the submucous coat. 



Fig. 13.— Folding of Bulb daring extraction. 

After removing the bands, the bowel was replaced, 
and the abdominal wound closed. 

The time required for an intestinal resection with 
the aid of the inflated bulb and a skillful assistant, 
all preliminaries to the operation having been 
arranged, should occupy no less than fifteen nor 
more than thirty minutes. 



Fig. 12.— Sutures in position. 

Returning to the case under consideration : the 
sutures were placed as best suited the convenience of 
the operator, the mesentery being united before the 
sutures were introduced into the gut. The mesente- 
ric attachment is of great importance, as there is 
generally some little difficulty encountered in bring- 
ing about a perfect attachment with the wound of the 
intestine. With some care, however, this union can 
be satisfactorily eflfected, so that no communication is 
left between the interior of the bowel and the fatty 
cellular inter-space between the two layers of the 
mesentery. The mesentery having been properly 
sutured, the bowel was next attended to. Sutures were 
introduced along the whole of the circumference, ex- 
cept where the tube was attached to the bulb. Here 
an opening of one-half inch in length was left un- 
stitched to allow the extraction of the bulb. This was 
done by releasing the tube and allowing the air to 
escape. Any residual air that remained in the bulb 
was forced out by suction, by taking the end of the 
tube between the lips and thus making suction with 
the mouth. It is very necessary that the bulb should 



Fig. 1<I.— Partial extraction of Bulb. 

In cases where the loss of heat from the intestine 
is very marked, the bulb may be filled with hot 
water instead of air. This will cause a heated sur- 
face to come in direct contact with a surface that is 
rapidly giving off heat. Excessive loss of heat will 
thereby be decreased, and the chances of a collapse 
lessened. 



A PLEA FOB CLEANLINESS IN MINOB STTBGEBT. 



By Chas. a. Hough, M.D., Lebanon, 0. 



Nothing original or novel is attempted in this 
essay. It is merely a plea to general practitioners for 
the use of well tried methods in minor surgical work. 

The few illustrative cases appended are reported 
because they are common place and show what may 
be done with simple methods by a general practitioner, 
without special training, professional nurses, or an 
elaborate outfit. 
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Antisepsis is not generally observed in the surgery 
of general practice, done outside the immediate 
influence of schools and colleges. In few cases is this 
because of ignorance. Generally it is a negative 
result of inertia, or it is because of an ide^ that asepsis 
depends solely upon great technical skill of the oper- 
ator, that antisepsis can be attained only by the use 
of expensive, elaborate and mysterious means, or that 
practically, it is not worth a busy man's while to 
attempt such method, because the old way is satisfac- 
tory to the public and yields sufficiently good results. 

The latter will not long be so. Some day the 
surgery of " redness, swelling, pain and heat/' and 
"laudable pus'' and daily dressings will appear as 
defendant in court, the gospel of cleanliness will 
reach some hearts via the pocket, and fear of pecun- 
iaiy'loss will do what no amount of rational argument 
or clinical demonstration has yet accomplished. 

Consider the ordinary *' treatment " of a " felon." 
Did any class of charlatans habitually consume from 
one to three months in the mismanagement of an 
acute inflammation so small in area, easy of access 
and unmistakable in character and behaviour, entail- 
ing because of their non-interference, frightful suflEer- 
ing, weeks of enforced idleness and irremediable 
deformity of one of the most prominent, and in- 
cii8]>ensable members of the body, medical societies 
would resolve, medical editors would fulminate, and a 
general hue and cry would arise because of such 
incompetency. Almost every whitlow comes to the 
])hysician's attention early and again in its later stages, 
yet many a trivial inflammation becomes a periostitis, 
a consecutive thecitis carrying infection into the palm 
with all its calamitous results, because an enlightened 
profession persists in binding a dirty rag, filled with 
fermenting, decomposing poultice over a field of 
battle, where beneficent phagocytes are valiantly 
warring with the invader and praying for reinforce- 
ments. This pathology may not be demonstrated but 
the application is good. 

To show that repair without suppuration does not 
depend upon special skill of the operator, that it may 
be obtained by the use of simple, convenient and 
inexpensive means, that the results so obtained are 
much more satisfactory than those following old 
methods, and that it is well worth a general practi- 
tioner's while to learn and practice some simple but 
eflPective antiseptic routine, is the purpose of this 
j)aper. 

Although the first dressing be somewhat trouble- 
some and tedious, the necessary after-dressings are 
usually so few that the antiseptic method is really 
time saving. 

'^ Healing by first intention" is not a pathological 



curiosity as we were once taught. It is evidence of 
good surgery. It is well proven that septicaemia and 
erysipelas come from wound infection and may 
usually be prevented by scrupulous cleanliness. Toy 
pistol tetanus comes from no inscrutable Providence. 
The small boy's dirty, f ourth-of-July hand, '^ tied up 
in the blood," and sometimes cultivated by the 
'* nearest physician," is an excellent culture ground 
for the bacillus tetani. 

Because uncovered and more exposed to contamina- 
tion than other parts of the body, the hands and face 
whereon is done most of minor surgery, should be 
dressed with extreme care. Large wounds measur- 
ably cleanse themselves by free bleeding and serous 
discharge. The blood itself is an excellent germicide. 
Danger of infection by pathogenic organisms may be 
said to be inversely proportioned to the size and sup- 
posed gravity of the injury. Bacteriology teaches 
that ** minor surgery" should be as carefully done as 
are the more capital operations. The term itself is a 
misnomer. There should be no minor surgery. 

No candid man will deny that absolute cleanliness 
is indispensable in capital operations. Every general 
practitioner, especially if he be remote from the 
cities, may at any moment encounter emergencies 
wherein he must attempt formidable operations or 
still further jeopardize his patient's chances by undue 
delay. Tampering with a strangulated hernia until 
each practitioner within a ten mile radius has succes- 
sively been called and made taxis is not good surgery. 

The same antisepsis and careful work which con- 
trol a suppurative palmar thecitis, plus promptness, 
coolness and good judgment, will perform a herniot- 
omy which will be more promising than hours of 
clumsy taxis. 

Twenty-one years ago, when Vallandingham was 
dying from a gunshot wound of the abdomen, the 
late J. Marion Sims telegraphed from New York to 
my neighbor : " Open the abdomen and secure the 
bleeding vessels as I have seen done at Sedan." At 
that time, what surgeon would have acted upon such 
advice ? To-day a physician cannot be regarded as 
truly competent, unless he be familiar, at least theo- 
retically, with the successive steps in an aseptic 
abdominal section. The general practitioner should 
attempt laparotomy only under compulsion, but it is 
not asking too much that he know when it is de- 
manded and be prepared to assist intelligently. 

The experience and skill obtained by practicing the 
proper method in minor surgery, will do much toward 
qualifying us to do creditably, under compulsion, an 
occasional capital operation. 

Being without skilled assistants, the rural practi- 
tioner should choose and thoroughly memorize a 
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scheme of procedure which lie can promptly and con- 
veniently carry out in person. Officious aid from 
bystanders with unclean hands; rags, towels, instru- 
ments, etc., sometimes defeats the surgeon's best 
efforts at antisepsis. 

The dressing should be as simple as is compatible 
with efficiency. The danger of omitting some neces- 
sary though apparently trivial caution, is thus reduced 
to a minimum. It is an old truism that a chain is 
just as strong as its weakest link. 

Some operators srfcceed with the use of only steril- 
ized water, or even with "tap-water,^* but they 
employ an ideal technique which occasional oper- 
ators should not attempt to emulate. It cannot be 
denied tl)at if asepticism gives good results, the same, 
plus the use of a harmless germicide, especially if in 
the hands of a tyro, promises better. 

A solution of bichloride of mercury is efficient, 
conveniently made from portable tablets, harmless, if 
properly used, and cheap. A few ounces of carbolic 
acid to be used one to twenty of water, for immersing 
and sterilizing instruments, and powders of boracic 
and salicylic acid for the extemporaneous preparation, 
with boiled water, of Thiersch's solution, complete 
the necessary germicides. 

Assorted sterilized catgut and silk purchased from 
a reliable dealer, plenty of reliable borated cotton 
for dressings, and for use in place of sponges, and a 
supply of sublimated gauze are necessary and con- 
venient accessories. The instruments used should be 
few, good, smooth, and of " aseptic " pattern. 

There are many conveniences and refinements 
which may be added to the above list, but the occa- 
sional operator will do well to restrict himself to a 
few appliances whose uses and limitations he has 
thoroughly learned. Such an outfit carried in a 
convenient bag with the obstetrical instruments, I 
have found a great convenience. 

Space does not permit a detailed description of the 
various procedures, or of the many materials which 
may be used for ligatures, sutures, etc. A good text 
book written within ten years, should be consulted. 
I merely wish to show that the multiplied refinements 
of material used by specialists are neither necessary 
nor advantageous in the general practitioner's hands. 

Illustrative Cases. 

Case I. — H. W., aet., 16, buzzsaw wound; disarti- 
culation at radio-carpal joint, all the tendons on back 
of wrist being lacerated and destroyed, and the bones 
of carpus torn outi» Important soft parts on anterior 
of hand not seriously injured. Thumb gone ; the 
first metacarpal bone being divided near proximal 
head. I removed head of first metacarpal bone 



and small fragments of carpal bones, making 
practically an exsection of all parts between radio- 
carpal and carpo-metacarpal articulations. The 
parts were thoroughly irrigated with three per 
cent, solution of carbolic acid. The metacarpus 
was placed in position against articular surface 
of radius, the parts swathed in sublimated cotton, and 
the hand and arm immobilized on a splint. The 
wound over disarticulation of first metacarpal bone 
healed immediately. The ragged wound over back 
of hand and wrist healed by granulation. There was 
little inflammation, little discharge, and the last splint 
was discarded on 40th day. Healing was complete in 
25 days. Considering extent of injury, it was a good 
result under Listerism. 

Case II. — Sub-fascial phlegmon of palm of. four 
days' standing, following a blister which had broken 
and become infected. Hand and arm enormously 
swollen, fluctuation apparent in palm, and between 
third and fourth metacarpal bones on back of hand. 
Temperature under tongue, 103-6°. After making 
incision, in palm and repeatedly washing out parts 
with hot solution of bichloride of mercury, 1-1000, 
aiming to reach every part of the pus cavity, I made a 
small counter opening on dorsum and irrigated with 
large quantities of the solution through the hand. 
Enveloped the hand in sublimate cotton and gauze. 
Next morning temperature normal; no pain and little 
soreness. Dressings not disturbed for forty^eight 
hours. Then the dressing was found slightly soiled. 
The small cavity remaining was again irrigated, same 
dressings as before applied and left four days. The 
dressings were dry and clean when removed and heal- 
ing was complete. Having directed that fingers 
should be frequently moved after second dressing,, 
there was no Joss of function in hand. 

Case III. — Benign tumor in breast, ovoid, 2j^xl^ 
in., not involving mammary gland. Removed because 
corset caused irritation and soreness. Field of opera- 
tion scrubbed with bichloride solution. Hands 
washed with same and alcohol. Instruments im- 
mersed one-half hour in five per cent, solution carbolic 
acid. Two strong sutures of sterilized catgut were 
passed through the skin at side of incision, carried 
beneath the bottom of cavity from which tumor had 
been removed and emerging at other side of wound. 
When firmly tied these sutures entirely obliterated 
the cavity. Wound in skin closed by ordinary 
sterilized catgut sutures. Dry boric acid was dusted 
over wound, dry borated cotton applied, and the parts 
kept at rest by a wide piece of adhesive plaster firmly 
applied, extending one-fourth around the body. On 
the 15th day the dressings were removed, the knots 
of the sutures, which were absorbed at surface of 
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skin, were rubbed oft with the hand. Healing was 
complete. Cotton was not soiled nor adherent to 
skin. 

Case IV. — "Bone felon" on distal phalanx of 
thamb. XJsnal symptoms. *' No sleep for four 
nights." The inevitable poultice was removed, 
anesthetic given, the entire hand scrubbed with soap 
suds and the thumb bathed in bichloride solution. 
After a free incision, the seat of suppuration, includ- 
ing an area of denuded bone, was thoroughly scraped 
and the parts irrigated with bichloride solution. A 
dry dressing of sublimated cotton was applied. But 
one after-dressing necessary. Repair complete in 
six days from time of incision. 

Case V. — Lacerated wound of face dividing upper 
lip and orbicularis oris. The parts were thoroughly 
washed with bichloride solution, and the divided 
muscle was coapted by a deep suture of two strands 
of iron-dyed silk. The skin was sutured with fine 
silk. Sublimated cotton applied and secured by 
adhesive strip. Tliere was no suppuration. Bepair 
complete in eight days, 

I have dressed incised, lacerated and contused 
wounds of face and extremities, removed tumors, 
done tenotomy, enucleated tubercular glands, removed 
carious bone, opened tendon sheaths for thecitis, 
done amputations, circumcisions, etc.; in short have 
done the usual minor surgery which comes to the 
genera] practitioner, and have learned to expect such 
results as mark the above cases. 

Occasionally one will fail to completely sterilize a 
very dirty wound or one marked by extensive 
destruction and sloughing. In these cases repeated 
irrigations' may bp necessary. 

If we but remove all organic foreign material from 
wounds and prevent its further entrance. Nature 
will usually repair promptly, with little redness, 
swelling, pain or heat, with no suppuration, and no 
necessity for frequent dressings. 



A NEW TBEATMENT FOB AOTTTE OOBOBBHOIA. 



By H. F. Nordeman, M. D. 

Lecturer on Oenito- Urinary IHsetues at ths New York Poly- 

dinie. 



In many diseases which are characterized by an 
obscure etiology and pathology, the efforts of inves- 
tigators to discover an abortive or radical cure are 
constantly placing in our hands a host of new reme- 
dies which, after a brief period of popularity, are 
cast into oblivion. . 

Perhaps no disease has more remedies, or rather so- 
called methods of treatment for a radical cure, than 
acute gonorrhoea. 



If we only look back within the last decade, how 
many new "cures for clap" have been discovered. 
We all know and remember the great enthusiasm 
with which retrojection of the urethra was first prac- 
ticed. How glowing and remarkable were the 
reported cures ! 

Next, as an improvement of the former method, 
irrigation of the anterior urethra with antiseptic or 
mildly astringent solutions was proclaimed the only 
safe and rational treatment. This latter method, 
although efficient, soon had its usefulness limited to 
a small proportion of cases only. How disappointed 
we all felt. This treatment appeared so rational. 
Thus it is with other methods, such as Ultzmann's 
brush treatment, abortive nitrate of silver injections, 
]*est and ice-cold applications, etc. 

To discover a cure for this scourge and bane of 
wedlock, to eradicate and drive away this penetrating 
coccus, to destroy it at an early stage of its develop- 
ment is a task — is an object in life well worthy of 
investigation and research. How can we destroy the 
gonococcus early enough ? How can we prevent it 
from working its way into the deeper layers of the 
urethra, where it lurks like a hidden snake, upon 
slight provocation, awaking from its dormant state 
to re-assert its power by infecting the system of the 
innocent woman, married to a man who considers 
himself positively free from gonorrhoeal taint. 

Under existing circumstances, then, we ought to 
be pardoned for rejoicing at every step taken in the 
proper direction to accomplish a cure for acute gon- 
orrhoea. But are we any nearer to the desired goal 
than we were ten years ago ? Assuredly, no. There 
is absolutely nothing new under the sun. This can be 
applied to the so-called new treatment for acute gon- 
orrhoea which Dr. 0. K Ootes describes in the Lancet, 
Febr. 27, 1892. Dr. Ootes claims to cure his cases, 
all things being equal, within the short period of 
twelve days. He brings forward, as evidence, forty- 
two patients who have been treated successfully by 
this method. When we read these truly brilliant 
results, we are led away with enthusiasm. We 
exclaim truly, wonderful ! Will this method stand 
the test or will it be doomed as others that have gone 
before it ? I feel assured that other observers, after 
a patient trial, will only ridicule and condemn this 
treatment. 

As far back as 1889, in my class of genito-urinary 
diseases at the New York Polyclinic, a plan of treat- 
ment almost identical with that described by Dr. 
Ootes, was taught and experimented with by myself 
with the assistance of Dr. W. G. States. How dif- 
ferent were the results obtained. How rarely could 
we record a cure. 
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We continued our experiments for about six 
months upon about thirty acute cases of gonorrhoea, 
but the results were decidedly had — yes, so bad that 
the method was abandoned and placed in the same 
category as the other procedures which, for a brief 
period, have enjoyed the distinction of being the 
only sure and safe cures. 

Every now and then, when I lecture on the treat- 
ment of acute gonorrhoea, I describe this method in 
detail, not because it is valuable in itself, but as a 
warning to others not to employ it. 

The plan of treatment followed out by myself and 
Dr. States was as follows : 

Every case of urethritis in which the gonococcus 
was found, was placed on the examining table, and 
after urinating, so as to cleanse the anterior urethra 
thoroughly, irriga,ted with hot water. 

As the urethra, in the acute stage of gonorrhoea, 
is very sensitive, an eight per cent, solution of co- 
caine was first injected. This injection did not allay 
the pain or irritation in every case. 

The Klotz endoscope was introduced, the urethra 
carefully dried with a cotton swab, and an application 
of a two per cent, nitrate of silver solution was 
made, one about four inches, and a second about 
one and one-half inches from the meatus. The tam- 
pon was removed, in each case, by dragging it along 
with the endoscope so as to touch the entire urethra. 
The patient was then directed to go to bed, and put 
on a milk diet. For the strangury, which always 
followed the application, he was given an injection 
of aqueous extract of opium, and was told to urinate 
in hot water and, if possible, to take a hot sitz bath. 

This treatment differed from the so-called new 
treatment of Dr. Cotes, in that the balsam copaiba 
was not employed, but, as a substitute, powdered 
cubebs and bicarbonate of soda (one to three) was 
ordered. 

The real great difference is found when comparing 
the results obtained. As mentioned before, my 
patients were not cured or benefited, but, on the con- 
trary, were made worse, or refused to submit to the 
treatment. Some developed complications, such 
as phymosis, cystitis, prostatitis, and others 
epididymitis, etc. 

The endoscope, in my hands, for the treatment of 
acute gonorrhoea has proven a decided failure. It is, 
certainly, one of the most valuable instruments in 
the armamentarium of the genito-urinary surgeon ; 
it certainly has its place, but, like many others, it 
finds its usefulness limited to a distinct number of 
cases only. 

What an important part the endoscope plays in the 
treatment of subacute and chronic urethritis. Here 
we are enabled, by its aid, to obtain a view of a cir- 



cumscribed pathological condition, and thus apply 
treatment to the diseased part only. 

Not so in acute gonorrhoea. As an instrument for 
the purpose of inspection the endoscope is a failure. 
No distinct picture can be obtained. The first four 
inches of the urethra are in the stage of active 
and increasing inflammation, and little or no patho- 
logical change has occurred. Next, the application 
of cocaine, which is required before introduction of 
the endoscope in the acute stage, would materially 
change the color of the inflamed mucous membi-aue, 
and we are not able to distinguish healthy from dis- 
eased portions of the urethra. This so-called new 
treatment possesses other objectionable features, 
among which are the following : 

1. It can be applied to a limited number of cSses 
only. The meatus, in a real virulent gonorrhoea, 
is contracted, everted and swollen to such an extent 
that the introdu«tion of an endoscope is a physical 
impossibility. 

2. A still greater objection is the well known fact 
that a large number of cases of acute gonorrhoea do 
not extend further back than two inches from the 
meatus, tending to become lodged in the lacunae of 
the duct of the large gland in the fossa navicularis. 
How then would this treatment benefit these cases ? 

3. The insertion of an endoscope deeper than 
three to four inches will have a tendency of provok- 
ing a posterior urethritis and other complications. 

4. The greater objection is the fact that a very 
few patients are able to follow out the plan of treat- 
ment, and thus, in private practice, it could not be 
recommended. 

In order to convince myself once more that the 
treatment recommended by Dr. Cotes was not feas- 
ible, within the last few months I have experimented 
with it, and have reached the conclusion that only iu 
his hands can such brilliant results be obtained. 

The following cases have been treated by me 
assisted by Drs. Ennis and Trumbull : 

J. S., aged twenty-five years, seen Marcli 9th, 1892; 
first attack of gonorrhoea two years ago, cured by 
bicliloride irrigation within two weeks. At present 
has acute gonorrhoea of thirty-six hours^ duration. 
Meatus favorable for use of endoscope. Discharge 
fairly abundant, contains gonococci. The urethra, 
after the patient had urinated, was irrigated with 
hot water and injected with an eight per cent, solu- 
tion of cocaine. Sensibility of urethra dulled. 
Endoscope introduced four inches without pain or 
irritation. Urethra dried and one application of a 
two per cent, nitrate of silver solution made four 
inclies from the meatus, the tampon drawn along, 
and a second application made two inches from the 
meatus, the applicator being dragged out at the end 
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of the endoscope. The patient was sent home and 
directed to go to bed. Copaiba, in the form of the 
Lafayette mixture, and a ^eak injection of the 
aqueous extract of opium were prescribed. One-half 
hour after the patient had left the clinic, he rushed 
back in great alarm and stated that on attempting to 
urinate, he succeeded in pressing out only a few 
dropsof blood and that he wassuflering agonizing pain. 
The penis looked red and swollen and felt hot to the 
touch. The patient was in agony and had a constant 
desire to urinate. After bathing his penis in hot 
water followed by hot water injection and then co- 
caine, the irritability of the urethra was somewhat 
allayed and the patient returned home. 

March 10. Patient reports that he had passed a 
sleepless night, had constant painful dribbling and 
bloody discharge. The foreskin is hot and oedema- 
tous and the urethra feels sore. 

March 12. Since the day before the left epididy- 
mis has become inflamed, the discharge is not 
copious and does not contain gonococci. Patient 
was sent home and given directions for* the treat- 
ment of his epididymitis. 

March 13. Saw the patient at his home and found 
no change in his general condition, epididymitis 
very severe. • 

March 16. Epididymitis subacute, discharge very 
copious and urination very painful. 

March 23. Same condition as above with slight 
improvement, excepting the condition of the epidi- 
dymitis. 

This patient was faithful in his attendance at the 
clinic, but up to April 10th, one month from the 
beginning of treatment, was in as bad a condition as 
when he first presented himself. 

Case II. — J. S., aged twenty-four years, a strong, 
robust man, came to the clinic March 12th. First 
urethritis one year ago, following coitus with mistress 
during menstrual period. This attack lasted two 
weeks and was cured by the injection of i)ennanga- 
nate of potash, gr. i. to I vi. of water. His present 
attack dates back twenty-four hours, being due to a 
similar cause as last time. No gonococci found (this 
is iqdeed unusual in the examination of the discharge 
of a urethritis). Thedischarge is quite thick and muco- 
purulent, very slight pain on micturition. Same 
endoscopic treatment applied as in last case, follow- 
ing each and every detail as advised by Dr. Cotes. 

March 13. Patient reports restless night ; painful, 
bloody, frequent urination and copious discharge. 

Mai-ch 14. Same condition as above, also very 
painful erections. Again no gonococci found. 

March 16. Although patient follows out direc- 
tions, no improvement. 

March 30. Discharge still quite copious and puru- 
lent, the urethra sensitive. 



April 2. Very slight change or improvement. 

This patient did not return for further treatment. 
A truly wonderful result if we stop to consider that 
the case was a non-specific one. 

Case III. — Young lad, seventeen years old. First 
attack of urethritis, twelve hours' duration. The 
treatment applied, but patient never again put in an 
appearance. 

This failure on my part to obtain satisfactory 
results will not deter me from giving it another trial. 
Perhaps other observers will obtain the glorious 
results claimed by Dr. Cotes. 

During the next few months we will continue to 
experiment, and can only express the hope that we 
can join Dr. Cotes in sounding the praises of his so- 
called new treatment of acute gonorrhoea. 

Since writing the above I have treated six more 
cases by this method and have utterly failed to obtain 
favorable results. 

1309 Madison Ave. 



TEEATMEITT OF &UH-SHOT WOUin) IN THE EIGHT 
GLUTEAL EEOIOIT PENETEATDTG THE RECTUM. 



By E. B. Goelet, M. D., Saluda, N. C. 
Member of t7ie North Ca/roiina Medical Association. 



On Nov. 4th, 1891, I was called to see John P., a 
youth of fifteen years, who, while carrying a shot-gun, 
loaded with squirrel-shot, fell, the breech of the gun 
slipping backwards, and the weapon being dis- 
charged, with the muzzle in contact with his body at 
a point opposite the right sacro-iliac synchondrosis. 
The whole load of shot entered the gluteus muscle, 
carrying with it the paper wadding and scorched 
pieces of his clothing. Upon examination under an 
anaesthetic, I found some of the shot just beneath 
the skin about one inch posterior to the anus and 
one-half inch to the right of the coccyx. 

I made an incision there and extracted the shot, 
then passed a probe through from the point of 
entrance and brought it out at the lower wound, a 
distance of about five inches, and followed it with a 
rubber drainage tube the size of a No. 20 catheter 
(American scale). After cleansing the wound thor- 
oughly with a 1 to 2000 bichloride solution, I 
dressed it with antiseptic cotton, applied a T band- 
age and gave him an hypodermatic injection of ^ gr. 
morphia and yj^ gr. atropia. 

At that time there was no evidence of any com- 
munication with the rectum. The next day the 
feces passed naturally and continued to do so until 
the 9th, five days after the injuiy, when I was 
hastily summoned, the messenger stating that the 
wound at both ends was discharging feces in abun- 
dance. I took with me a neighboring physician who 
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administered chloroform. I then dilated the sphinc- 
ter ani to almost complete paralysis, and npon exam- 
ination fonnd the rectum penetrated opposite the 
lesser sacro-sciatic notch. I then introduced into 
the rectum a rubber tube, one-half inch in diameter, 
for about four inches, so that its upper extremity should 
be above the point of communication between the 
wound and bowel, thoroughly cleansed the wound of 
all fecal matter, gave a saline cathartic, and ordered the 
patient to be fed only on animal soups and extract of 
beef. On the next day, at my visit, I found the rubber 
tube in the rectum too small, so I had made a tube of 
hard fine grain wood three-quarters of an inch in 
diameter, with a hole in it over one-half of an inch 
wide, to carry off the feces, which I kept in a fluid 
state with solution of sulphate of magnesia, until 
the bowels were thoroughly emptied. 

Under the administration of the animal fluid diet, the 
kidneys acted freely, and there was little or no residue 
collected for several days. At my visit each day there- 
after I removed the rectal tube as well as the tube 
from the wound, and thoroughly irrigated both 
wound and bowel. For two weeks after the date of 
the injury I continued to remove debris of clothing 
and gun-wadding from the wound. I maintained 
the patency of the bowel with the wooden tube for 
twenty-six days, when it gave the patient so much 
distress, I was obliged to abandon it. Upon the first 
introduction of the wooden rectal tube I closed the 
wound of entrance by pressure, and thereafter intro- 
duced the drainage tube through the lower wound. 
The upper wound, after some days, began to granu- 
late and heal kindly; the lower wound to diminish in 
depth and calibre until Dec. 12th, a period of tliirty- 
eight days, when I discharged the patient. The lower 
wound at that time presented a mere opening only one- 
eighth of an inch in depth, and there being no appar- 
ent or discernible communication whatever with the 
bowel, the feces passing naturally. 

March 30, 1892. Within the past few days I have 
seen the patient about his usual avocations, and he 
says he is entirely well. 



Qli9i(;al D^partm^pt. 



Dr. Joseph L. Hancock, in the Practitioner ^ de- 
scribes a simple device for holding soft drainage tubes 
in place. It • is a pin, constructed of one piece of 
nickel-plated steel wire, turned into a circular form 
once and a half around. A sudden bend is made and 
the end carried straight across the middle to opposite 
side where the point rests upon the wire. The other 
end of the curved wire is turned into a small hook to 
receive the point, for holding and giving firmness to 
the springing frame, which is so made as to facilitate 
the catching and unlocking of the pin. Medical 
Age. 



HEMATOMA OF THE NOSE-EPITHELIOMA Or THE 
IiIP-N2GVUS-INGTIINAL HERKIA- 



By Charles McBurney, M.D. 

Professor of Margery at the College of Phyriciaiis and Surgeons, 
New York; Visiting Surgeon to Boosevelt Hospital, etc. 



I bring before you this patient as an illustration of 
a point that might occasionally come up in practice, 
and give rise to considerable doubt in your mind as 
to the exact nature of the diflBculty. 

As you look into the nose of this boy you can 
notice considerable occlusion of both nostrils. Sar- 
coma develops in the nasal passages in a manner not 
unlike this, and yet from the history of the case you 
can ordinarily eliminate malignant disease and very 
readily arrive at a diagnosis of the condition. 

Two veeks ago, while playing baseball, this boy 
received an injury from a bat striking liim on the 
nose. The straightness of the nose would indicate 
that there was no fracture of the nasal bones them- 
selves, and when you come to feel them you will find 
that they are of normal shape. The trouble seems 
to be here due to a crushing directly backwards of 
the cartilaginous portion of the septum, and at some 
point in that cartilaginous portion there was a rup- 
ture of the bloodvessels. As a result of this fracture 
an extravasation of blood took place beneath the 
mucous membrane, and you have the formation of a 
hsematoma. The tumor gives rise to considerable 
discomfort, and the development of a haematoma is a 
matter of considerable importance. The prognosis 
is in general good. I have seen a case of hasmatoma 
like this that lasted a good many weeks, and was 
finally sent to a surgeon for operation for malignant 
disease. 

We have in the case of the next patient a very 
typical example of a form of disease you are all more 
or less familiar with, and yet you observe a difference 
between this one and the many others you have seen. 
The difference consists in the absence of an ulcerative 
condition. 

The nature of this case is readily made out by 
noting what this tissue is made up of. In this case 
you see the disease is confined to the superficial layers 
of the skin of the upper lip and is evidently a hyper- 
trophy of these tissues. The history of this case may 
throw some light on the diagnosis; 

We have here a woman of about forty years old, 
who some ten years ago noticed a small area of infil- 
trated tissue resembling a warty excrescence on the 
upper lip which continued to steadily increase. It 
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has scabbed a little and the scab has come away, but 
the continuous growth, the thickness of the edge, 
and the hard feeling is characteristic, even without 
ulceration of true epithelioma. In investigating 
these cases we should be very careful in informing 
ourselves as to the necessity for treatment, the method 
of treatment and the possibility of involvement of 
the neighboring parts, such as the lymphatic glands; 
as the existence of the disease in certain parts may 
render negative the results of operation by a rapid 
recurrence of the trouble. In every one of these 
cases we ought to look for lymphatic enlargement in 
adjacent parts. In this case I do not find any, so I 
should regard the prognosis, as far as a recurrence is 
concerned, as favorable. 

In removing a disease of this character, we gener- 
ally go at least an eighth of an inch from its periphery, 
for otherwise the operation will be imperfectly done, 
and in this case a little of the ala of the nose will 
have to be removed. 

Now as to the method of operation. There are 
two methods that suggest themselves at once to our 
mind, and one of them is excision — a complete exci- 
sion through the whole lip, making it very wide and 
depending upon approximation of the edges to cover 
up the defect. You can at once see that means a 
considerable dragging forward of the tissues of the 
cheek in every direction, resulting in a certain amount 
of deformity of both cheeks and nose by reason of the 
great tension on the septum. 

The other method of treatment consists in the use 
of the cautery. This disease can undoubtedly be 
eradicated by the cautery, or caustic applications of 
one kind or another, but the objection to the use of 
these agents is tliat you are apt to leave a portion of 
the disease behind, even if employed in a conscien- 
tious and thorough manner and by skillful hands. 

The next patient has a large hypertrophied mass of 
vascular tissue situated on the upper lip. The inter- 
esting feature of this case is the rapid growth; and 
the mistake has been made here — as you will find in 
most of these cases — in allowing these little vascular 
growths which appear in children at a very early 
period of life, to remain untreated until they reach a 
considerable size. When these appear on the lip 
they are extremely liable to become hypertrophied by 
the constant use of the lip and the constant forcing 
of blood into the tissues. Every time the child 
nurses blood is forced into the tissues, until by 
mechanical pressure the bloodvessels are more or less 
dilated. 

The mother states that she did not notice this 
growth at the birth of the child, who is now two 
years of age, and she is probably correct in her state- 
ment. I have seen a good many such cases behave in 
that way, developing very rapidly from a very small 



patch at first and growing to a Teiy conBideraVIe Biise. 
If removed at an early period it might have required 
an incision no larger than a split pea, but permitted to 
remain it greatly disfigures the child's face. It is 
therefore necessary to perform some sort of an opera- 
tion for the relief of this trouble. 

Now as to the method of operation. How are we 
to treat this trouble ? There are a good many ways 
by which it can be treated — by injections of iron and 
the various forms of astringents that have been in 
use for years and years. I advise you against the use 
of either of these measures, as they are unscientific 
and dangerous to the patient. When you throw a 
foreign substance into the tissues, it may be carried 
through the veins into the body, and may result in 
very serious trouble. There are only two methods 
that I would recommend to you, one of which is the 
cautery, which can be used with but a fair result, 
and the other is excision. The best thing to do in 
this case is to make a clean cut excision, which can 
be done without any danger whatever. Most of these 
nsBvi are pretty well encapsulated, confined to a very 
limited area, with a very well marked wall, the vascu- 
lar supply proceeding from a very narrow pedicle. 
By making a V-shaped incision around the growth, 
the entire mass can be very readily removed, and if 
this is done only a slight scar will be produced and the 
result will be perfect. This operation ought to be 
performed as soon as possible. 

The next patient is a young child three years of 
age, who has an indirect inguinal hernia. The ques- 
tion of the contents of this hernia is a matter of no 
little importance in the mode of treatment. On per- 
cussion it seems to be perfectly flat and gives no 
tympanitic sound whatever. The presence of perfect 
flatness in any of these tumors is no positive evidence 
of the absence of intestines. You may have an in- 
testine containing fluid or solid f»ces, or again the 
intestine may be behind a mass of solid omentum 
which would give you flatness on percussion. Whether 
this is partly omentum and partly intestine I do not 
know, but it probably consists of both. 

Now, with reference to the treatment of this case. 
Of course, there will be differences of opinion in this 
respect. There are those who believe in the value of 
a truss, one thinking one particular truss will cure 
any form of hernia, while another thinks another will. 
My own experience is that the use of trusses in 
inguinal hernia in young children has proved very 
unsatisfactory. On the other hand, operative inter- 
ference has proved extremely serviceable in these 
cases, the tendency to cure being much greater than 
in adults. I have operated upon a good many of these 
cases, and have not seen one die as a result of opera- 
tion, while the procedure has practically brought 
about a cure. 



Digitized by 



Google 



24J 



The International Journal of Surgery. 



OYSTIO DEGmEEATION OP THE OVAEIES-UKDE- 
VELOPED UTEEUS. 



By H. Marion Sims, M.IX. 

ProfeuoT of Gynecology at the Ne/w York Polyclinic ; VisUing 
Oyneealogist to 8t. Elizabeth's Hospital, etc. 



The first patient I show you is a woman on whom 
I operated in January, 1891, and she comes here now 
so that we may see how she is getting on. When she 
first came to this clinic she was a great sufferer from 
most exquisitely painful menstruation, the pain com- 
mencing fully two weeks before the appearance of 
the menstrual flow, and persisting up to the last day of 
the period. She had constant backache and headache, 
and was feeling extremely miserable in every way. It 
was not difficult to make a diagnosis in her case, for 
she had cystic degeneration of both ovaries which 
were also prolapsed, the uterus being retroverted and 
lying on top of the cystic ovaries. 

The only thing to do was to subject her to an 
operation and to this she readily consented. She 
came into the hospital of the Polyclinic and I oper- 
ated upon lier before the class. The operation was 
not attended with particular difficulties, except the 
breaking up of the adhesions which were found to be 
present, as they generally are in all of these cases. 
She made a good recovery and was discharged four 
weeks later cured. 

The result in this case has been a most happy one 
in every way. She complains of no more pain, and 
the uterus is perfectly normal in every way except 
that it is still retroverted. The interest in this case 
attaches itself to the result of the operation after a 
period of eighteen months. In this case the uterus 
was completely retroverted and bound down by adhe- 
sions. I had not examined her since the operation 
and did not know whether the adhesions had formed 
again or not. On examination now I find that she 
has no adhesions and I can restore the uterus to its 
normal position with perfect ease. The only trouble 
she has now is the regular reappearance of menstrua- 
tion, every four or five months, since the removal of 
the tubes and ovaries. This is a curious phenomenon 
and one which I am unable to explain. 

I have now a private patient about twenty-eight 
years old, upon whom I operated nine years ago, 
removing two enormously distended tubes from pyo- 
salpynx. 1 removed in that case both ^ubes and 
ovaries, doing as radical an operation as I could with 
s.ifety. She had severe dysmenorrhoea before the 
operation, but since then she menstruates with 



regularity and has no pain whatever. I have never 
seen any satisfactory explanation given of this 
phenomenon. 

In very many of these cases of removal of both 
tubes and ovaries, the patient will have hemorrhages. 
When we come to make an examination of the uterus 
in cases of metorrhagia following total ablation of 
the appendages, we Very frequently find a distinct 
enlargement of the uterus itself, and when we 
examine the uterus we find the patient has all 
the symptoms of endometritis with degeneration 
of the glands. So this profuse hemorrhage will 
go on from day to day and from week to week. The 
only way to remove this condition is to treat the 
uterus in the same way as when you have enlargement 
of the utricular glands from other causes. The 
curette will then be the only remedy. 

The next patient I present is a typical example of 
a condition we see very often and which is known as 
amenorrhoea, due to a non-development of the uterus. 

This woman is twenty-three years of age, and has 
been menstruating ever since her fifteen year, but 
never with any degree of regularity. On examin- 
ing the uterus I find a pin-hole os, the neck and 
the whole uterus measuring but one and a-half inches 
in depth. 

As to the treatment of a case of this kind, there is 
one form I have found better than all others and 
that is dilatation of the canal and stimulation of the 
uterus, letting the patient wear a self -retaining stem 
for a considerable length of time. In this way the 
uterus gradually grows larger and larger, and men- 
struation reappears with more or less regularity until 
the courses are thoroughly established. 

I have now in my private practice a young girl who 
has reached her twenty-fifth year and has a condition 
precisely similar to this. I inserted one of my small self- 
retaining stem pessaries in the uterus, and the result 
is that in four months the uterus has gradually grown, 
until from one and a-half inches it has reached a 
depth of two and a quarter inches, while menstrua- 
tion has been regularly established. 

What I propose doing in the case before us is not 
what I would recommend you to attempt, and that is 
to dilate the cervix and introduce the stem pessary 
without having put the patient to bed. The first 
thing I will do liere is to apply to the uterine canal, 
a little pure carbolic acid, after thoroughly washing 
out the vagina. Carbolic acid acts not only as a dis- 
infectant to the uterus, but being an anaesthetic, 
renders the operation less painful than without its 



use. 



Digitized by 



Google 



The International Journal of Surgery. 



243 



OONIOAL STUMP ; AMPUTATION. 



By Andrew McCosh, M.D., 
^Uending Surgeon to the Pretbytertan Hospital, New York, 



This patient is a young man, ageu seventeen years. 
Seven years ago, or when he was ten years of age, his 
leg was amputated a short distance below the knee 
joint. Since then he has been wearing an artificial 
leg. This was worn with comfort until two or three 
years ago when it first began to give him inconven- 
ience, and discomfort has gradually increased until 
now, and indeed for the past year, he is compelled to 
almost entirely discard its use. The young man is 
and always has been in perfect health. As you will 
see in a moment he has a typical conical stump, and 
it is because of this that he is unable to wear his artifi- 
cial limb. 

In this connection let me say a word on this sub- 
ject, which is an important one both as regards prog- 
nosis, treatment and its medico legal relations. Coni- 
cal stumps result most frequently in the arm and in 
the leg ; they are rare in other situations. The reason 
for this choice is that it is from the upper epiphysis 
of the humerus and from the same epiphysis of both 
tibia and fibula that the main growth of bone springs. 
The important origin for bone growth is, therefore, 
left, while in other amputations the main epiphysis is 
removed. The nearer that the amputation is to the 
joint the more probable is the future conicity of the 
stump in children. Indeed, in amputations in children 
under fourteen, done just below the shoulder or knee- 
joints, a future conical stump may be said to be the 
rule rather than the exception. This may result at 
the end of one or two years, or may be more slow in 
its development. The bone grows proportionately 
with the amount of growth from the same epiphysis 
in the opposite limb ; perhaps there is more extensive 
growth because of the irritating and stimulating 
effect of the operation on the bone and subsequent 
inflammatory (healthy) action in the end of the bone. 
The soft parts grow but slightly, and consequently 
the bones keep on growing till they project far beyond 
Oie muscles and may even perforate the skin. In 
consequence pressure of the artificial limb cannot be 
borne. 

The patient is now etherized and you look upon a 
good example of conical stump in the leg resulting 
from an amputation which, from the cicatrix, I should 
judge had been performed by the circular method 
and jnst below the knee joint. You see how the 
stamp tapers down to a blunt point, that is the tibia, 
and to a sharp still farther projecting point, the 
fibula. The skin is adherent tightly over both bones, 
and is projected over the sharp end of the fibula and 



is tightly plastered over the projecting end of this bone 
for an in chor so. Reamputation is absolutely necessary, 
and I commence by cutting transversely across the 
lower end of the bones in the line of the old cicatrix. 
I expose their ends and find for an inch and a-half on 
dissecting back of the flaps no sign of muscles, but 
only skin and fascia firmly adherent to the bone by 
cicatricial tissue. I dissect still farther back and 
come upon muscle. I would like to dissect still 
farther up, but fear to do so as I would invade the 
knee joint. I now divide the bones at a point two 
inches above their ends, the line on the tibia being 
immediately below the tuberosity. You see that two 
inches of the tibia has been sawed off and two and 
one-half inches of the fibula. The wound is now 
sutured by silkworm gut sutures and closely united 
without drainage, the parts covered by rubber tissue 
and sterilized gauze. 

This boy is now seventeen ; had he been younger I 
should have feared that my flaps were too short, but 
his bone will not grow much longer and the flaps will 
probably suffice. In all such amputations in children 
it is of the utmost importance that the flaps should 
be extremely long to allow for some growth, at least, 
of the bone. I remember a child of two years, whose 
arm I amputated just below the shoulder joint, two 
and one-half years ago, and where the flaps were 
ridiculously long as this sequel was anticipated. 
Primary union resulted with baggy flaps. The child 
has now a conical stump of marked degree and is 
ready for reamputation. You see how important it 
is to have this fact in mind when you make your 
prognosis. There are a few surgeons who still doubt 
that the conicity is due to growth of bone. Dr. C. A. 
Powers has recently written an excellent article on 
this subject, and a year or so ago, in one of our courts, 
such a patient was argued over for days by distin- 
guished expert medical witnesses, who did not all 
agree as to the cause, but the judge, if I remember 
. rightly, took the side of those who attributed the 
conical stump to growth of bone and not to faulty 
amputation. [Nine days later the above case was 
again shown, the sutures removed ; primary union 
throughout had resulted.] 

Dr. Jonathan Hutchinson in the Archives of Sur- 
gery offers the following memoranda for the avoid- 
ance of error in the recognition of abdominal reten- 
tion-tumors : 

(1) The distension, although enormous, is usually 
quite painless. 

(2) The retention is never absolute, but only 
residual. There is always overflow. 

(3) The patients never assists the surgeon, but 
rather mislead him, insisting that there is free relief 
:f bowels and bladder. 
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THE OONSEBVATIVE TEEATMENT OF SALPINGITIS. 



By Paul F. Mundb, M.D,, 

Professor of Gynecology at the New York Polyclinic and at 

Dartmouth College; Gynecologist to Mt. Sinai Hospital^ 

and ConstUting Gynecologist to St. Elizabeth and 

tlie Italian Hospitals. 



I am convinced that in the past many uterine ap- 
pendages have been removed which, with a little 
patience and perseverance on the part of the physi- 
cian and patient, could have been saved. This 
remark applies chiefly to those cases of catarrhal sal- 
pingitis in which the patient complained of pain in 
one or both ovarian regions, which did not yield at 
once to local applications of iodine, etc., and in 
which the appearance, perhaps, at irregular intervals 
of a muco-purulent discharge from the vagina denoted 
the possible presence of a pyo-salpinx. My experience 
has shown me that in a large majority of these cases 
local treatment, if suflBciently persevered in, will 
relieve the symptoms more or less, if not entirely, and 
that many of these patients will eventually recover, 
even though one of their desires — that of conception 
— is not gratified. I see every year several hundred 
cases at least of this disease, and if I look back dur- 
ing the last fifteen years I may well say that I have 
seen at least from two to three thousand women suf- 
fering from acute, sub-acute and chronic inflamma- 
tion of the uterine appendages. It would not have 
strained my conscience very much if I had operated 
on, we will say, one-half of these cases, because in 
many of them the appendages were undoubtedly in- 
flamed, adherent, and more or less enlarged ; but I 
can say, and I believe with all due modesty, that I 
am proud of having operated only on sixty-three such 
patients, two of whom died, the rest making a com- 
paratively uneventful recovery. I wish I could say as 
much of the ultimate results of the operation, for, 
unfortunately, by no means all of these sixty-one 
patients were completely restored to health by the 
operation. In eight menstruation persisted with 
more or less regularity, even with increased intensity, 
for from two to three years after the operation, and 
in rather a larger number of cases the pains for which 
the operation was performed, continued with almost 
no improvement. These unpleasant results cannot 
be laid to any fault of the operator or to the operation 
itself, but are merely facts which must be borne in 
mind when the indications for the operation are 
formulated and the prognosis as to complete recovery 
is made. Other operators have similar unfavorable 



results to complain of. We must not, therefore, 
always look upon the recovery from a laparotomy for 
diseased ovaries and tubes as synonymous with a com- 
plete restoration to health; and it is obviously rash to 
promise such a result when we never know whether 
our piomise will be fulfilled. 

Before proceeding to speak of those cases in which 
the conservative treatment of the inflamed tubes is 
applicable, I think it well to make a few remarks as 
to the diagnosis of the diseased conditions of the 
ai^pendages. 

All of us who see many of these cases know how 
very uncertain a positive and absolute diagnosis is. 
We have certain subjective symptoms extending over 
a greater or less i)eriod, sometimes even a number of 
years, consisting mainly of more or less constant pain 
in the ovarian region, perhaps a succession of attacks 
of pain and increase of temperature which confine the 
patient to bed for several days or longer, and a 
deterioration of the general health. A physical 
examination reveals the uterus more or less immov- 
able, chiefly from side to side, the vaginal vault some- 
what rigid, tense, and bimanually the appendages are 
felt to be somewhat swollen, often very tender, and 
attached to the bottom of Douglas' pouch. Very 
frequently, in cases where the most pain is complained 
of, no distinct disease of the appendages can be 
detected by the finger. At times one feels an oblong 
immovable swelling, of the size of the little or index 
finger, through the vaginal vault or behind the cervix; 
and again an enlargement of the size of a breakfast 
sausage may be detected in the same location, which 
presents undoubted signs of fluctuation. Sometimes 
the swelling, instead of being oblong, is spherical, 
but in the large majority of cases the outlines of the 
swelling are indistinct and irregular, and there is no 
definite distinction to be made between the ovary and 
the tube. An oblong, fluctuating tumor in this 
location usually means a tube containing fluid, either 
pus, serum, or blood. If spherical, it is usually the 
ovary, either cystic or containing pus. If of irregular 
outline, on abdominal section the tube will generally 
be found to be thickened by inflammatory action, its 
calibre even lessened or divided into a series of am- 
pullsB, and curled around and adherent to the ovary, 
both organs being attached by inflammatory adhesions 
to the adjacent peritoneum. The fimbriated extrem- 
ity of the tube is closed, and often that portion of 
the tube dilated by a serous or purulent accumulation. 
It is evidently impossible for the examining finger to 
detect all theses pathological conditions ; hence, if we 
operate on a case presenting the peculiarities above 
referred to, we are more or less in the dark until our 
fingers, exploring through the abdominal wound, 
have revealed to us the exact state of affairs. 
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Now, what I wish to emphasize, is the fact that a 
mere slight more or less acute or sub-acute inflam- 
matory enlargement of the Fallopian tube, even 
though it be entirely detectable by the finger per 
vaginam, does not warrant the removal of the dis- 
eased organ until all palliative means at our disposal 
have been tried and tried again without avail. The 
mere presence of catarrhal salpingitis, with or with- 
out adhesion, with or without agglutination of the 
tube, with or without closure of its fimbriated ex- 
tremity; the mere presence of a certain amount of 
pain in these regions, does not by itself warrant us in 
removing the diseased organs. 

In order to avoid unnecessary and uncalled-for 
criticism, I will say that the presence of pus in the 
Fallopian tube — that is, a true pyo-salpinx — always 
calls for the evacuation of the pus, if not for the 
complete removal of the diseased tube. If the pus 
is contained only in one tube, that tube is adherent — 
'that is not freely movable in the pelvic cavity — and 
the appendages of the other side are normal, it would 
be justifiable, in my opinion, to aspimte that tube per 
vaginam, and, finding pus, to enlarge the incision, 
wash out the tube, and insert a drainage tube, and in 
this way endeavor to produce obliteration of the 
calibre of the Fallopian tube without subjecting the 
patient to the danger of a laparotomy. I have had a 
number of these cases, and by persistence and perse- 
verance have succeeded in curing them, although the 
drainage tube had to be worn for a number of months. 
When the tube is movable or when both appendages 
are diseased, it is not worth while or safe to attempt 
to cure the case by vaginal aspiration and drainage, 
and the removal of the diseased organs by laparotomy 
is undoubtedly the only correct treatment. 

The conservative treatment of inflammation of the 
Fallopian tubes may be divided into two chief sec- 
tions : ^ 

1. The palliative, including the forms of treatment 
by which it is intended to cure the inflammation or 
empty the distended tube without any dangerous 
operative procedure — that is, without opening the 
abdominal cavity. 

2. Those methods which necessitate abdominal 
section and the attempt to restore the normal calibre 
and normal relations of the tubes. 

Palliative Non-operative Treatment. — Inflamma- 
tion of the Fallopian tubes (and I am obliged to 
include in this catagory more or less inflammation of 
the ovary, since probably the inflammatory process 
usually extends through the tube to the ovary, and 
seldom one is inflamed without the other) is either 
acute, sub-acute, or chronic. 

Acute inflammations of the tube are treated on the 
same principles as acute peritonitis : rest in bed, hot 



vaginal douches, hot poultices, opium to allay pain, 
antipyretics to control fever. No sane man would 
think of removing an acutely inflamed tube by 
abdominal section, unless the symptoms and explora- 
tive aspiration per vaginam showed it to be a case of 
acute pyo-salpinx. The mere inflammatory swelling 
of the tube, such as I have frequently seen, probably 
containing serum, usually subsides, under the above 
palliative measures, in the course of several weeks, if 
not sooner. As the case becomes sub-acute the tem- 
perature subsides. Then very mild applications of 
tincture of iodine and glycerine, equal parts, may be 
made to the vaginal vault, accompanied by glycerine 
tampons. The patients may be given daily warm 
sitz baths at about 105® F. for half an hour. Besides 
this, in the acute and sub-acute stages, blisters may 
be placed over the abdominal skin on the affected 
side. It has been my experience that the majority of 
these cases of acute and sub-acute salpingitis have 
terminated in complete recovery within from three 
to six weeks if treated in this manner. It is not 
necessary that the patient should be confined to her 
bed after the acute symptoms have subsided, and I 
have treated a number of such cases in my office with 
complete success, although' I admit that the treatment 
in these cases often extended over a period of months. 
But I have seen a tube on several occasions, which 
was the size of a small banana, gradually diminish, 
shrivel and entirely disappear, so far as its detection 
by my finger was concerned, after several months of 
iodine and glycerine applications, hot douches, and 
warm sitz baths. My partner. Dr. Wells, can sub- 
stantiate my statement in this respect in regard to a 
lady whom he treated for me during my absence in 
Europe two years ago, and who after about six months 
of this treatment, entirely recovered. Occasionally 
the tube obstinately refuses to diminish in size, fluc- 
tuation persists in it, and we are forced to believe 
that it contains fluid of some kind. This may be pus, 
and in that case, aspiration per vaginam will reveal 
the true nature of the case, and it should be treated 
according to the rules laid down above. If the fluid 
turns out to be serum, its complete removal by aspira- 
tion in my experience usually results in a shrinking 
of the hydro-salpinx and a complete obliteration of 
the tube, with restoration to health, even though 
the tube may remain attached to Douglas' pouch. 
The chronic stage is the one in which the case 
usually comes into the hands of the specialist. The 
treatment above outlined has either failed in the 
haflds of the general practitioner, or else the true 
nature of the case has not been recognized, or the 
patient herself has neglected to seek advice until the 
acute and sub-acute stages had passed ; or, indeed, 
there never was any acute or sub-aoute stage, but 
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gradual recurrences of so-called *' pelvic congestion/' 
evidenced by more or less severe pain, often following 
a chronic endometritis, have gradually resulted in an 
inflammatory hyperplasia of the tubal walls and 
agglutination of the fimbriated extremity^ and an 
adhesion of ovary and tube to the neighboring peri- 
toneum. 

Now, I can fairly say that of the many hundred 
cases of this affection which I have seen in the chronic 
stage, but a very small proportion, as I have already 
stated, has seemed to me to warrant the removal of 
the diseased appendages. On the other hand, 'in 
looking over my records at the Mount Sinai Hospital 
for the last eighteen months, I find forty-seven cases 
of chronic salpingo-oophoritis recorded, all of which 
were treated by the iodine and glycerine, hot douche, 
and warm sitz-bath methods, and of whom thirty- 
eight were discharged improved, four cured, and five 
unimproved ; the average duration of the treatment 
being three weeks. Of the unimproved I should say 
one remained in the hospital only two days, another 
three days, a third six days, a fourth seven days, and 
a fifth fourteen days — evidently too short a time in 
any case to expect any benefit from treatment. I have 
in my mind ten cases occurring in my private prac- 
tice during the last seven or eight years, in whom the 
removal of the enormously swollen tubes would cer- 
tainly have been justified, if I had not felt that it 
was my duty to endeavor to do all I could to obviate 
the necessity for the operation. One, a lady from 
Buffalo, consulted me eight years ago for as violent a 
salpingitis of both sides as I ever saw. She had an 
acute endometritis, her ovaries and tubes were 
bound down, her uterus absolutely immovable, the 
right appendages enlarged to the size of an orange, 
and I felt obliged to tell her that it would be impos- 
sible for me to cure her except by removing the 
appendages. She refused the operation, but insisted 
upon being treated, no matter how severe the treat- 
ment was, so long as it benefited her and enabled her 
to live without being operated upon, in comparative 
comfort. Her menstrual periods were profuse, the 
pain at times so severe as to require morphine, and 
had been so for years. I never knew a women more 
persistent in her endeavors to regain health without 
the aid of the knife. Blisters, iodine, glycerine, hot 
sitz baths, hot douches, persistent local use of gal- 
vanism for months, finally succeeded in improving 
this case so materially that now the lady has been in 
very fair health for at least five years and has seldom 
been compelled to consult me or any other physician 
for her pelvic organs. 

Six of the cases were seen by me during the last 
two years. I saw the patients in the sub-acute stage 



at first, in consultation, later they came to my office: 
the tube was still as large as when I had seen the 
patients in bed ; it was apparently immovable, was 
painful, but there %as no more febrile reaction. In 
from three to six months I had succeeded, by means 
of the palliative treatment just mentioned, in reduc- 
ing the tube so that it was practically no longer 
detectable per vaginam, and, so far as any symptoms 
were concerned, the patients were entirely well. The 
casesin which I have succeeded in benefiting patients 
with adherent, more or less enlarged appendages by 
this treatment are so numerous that, while I do not 
pretend to have absolutely cured any of them, I cer- 
tainly have felt that they have escaped in my hands, 
the necessity for, and the dangers of a laparotomy. 
They may not have conceived, they may never con- 
ceive ; but certainly, if I had removed their append- 
ages, the possibility of conception would have been 
out of the question. 

Much has been written and said about the use of < 
massage to procure the detachment of the adherent 
appendages. I confess that I doubt very strongly 
whether any treatment of this kind will avail. From 
my experience with the liberation of adherent ap- 
pendages through an abdominal incision, I do not see 
how anything short of the finger introduced in that 
manner can succeed in peeling loose the adherent 
organs. Local galvanism undoubtedly exerts an 
exceedingly beneficial influence, if persisted in and 
not used strong enough to give pain, in relieving local 
pain, which is one of the constant symptoms of in- 
flamed and adherent ovaries and tubes. Quite 
recently active dilatation of the uteinis, the use of the 
curette, and drainage of the uterine cavity, with the 
avowed intention of also draining the canal of the 
tube, has been recommended by Polk, Strong, of 
Boston, Pryor, Krug, and others. While I can 
readily understand the utility of dilating a uterns 
which contains septic material from which a direct 
infection has spread to the canal of the tube, I really 
cannot see what good it is going to do to subject the 
patient to the risks necessarily following such dilata- 
tion and curetting, when she has nothing but a 
chronic endometritis, and when the accumulation of 
pus in the tube is either entirely sealed off from the 
uterine cavity, or when there is really no distinct 
purulent accumulation in the tube. That a connec- 
tion between the uterine cavity and the Fallopian 
tube may be secured, on rare occasions, by means of 
dilatation of the uterine canal and a fortunate patu- 
lous condition of the uterine opening of the tube, 
cannot be denied. The late Dr. H. Lenox Hodge, of 
Philadelphia, demonstrated many years ago the 
possibility of the fetus in a tubal pregnancy being 
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forced into and escaping through the nterine canal. 
Dr. Emmet corroborates this experience, and I myself 
have seen a similar case. We frequently hear of cases 
where periodical discharges of so-called purulent 
material take place from the uterus, being preceded 
by pain in the ovarian regions. The assumption has 
been made with fair justification, that these purulent 
accumulations came from a pyo-salpinz which filled 
and discharged and refilled and discharged again, but 
I am not at all sure that Bland Sutton is not correct 
when he says, in his recent work on the '* Surgical 
Diseases of the Tubes and Ovaries,^' that there is no 
trustworthy eyidence fchat a pyo-salpinz or a hydro- 
salpinx discharges into the uterus. I, for my part, 
hare never seen a case where an accompanying 
endometritis would not sufficiently explain the occur- 
rence of the discharge. When I recall the numerous 
cases of salpingitis upon which I have operated, in 
which the walls of the tube were enormously hyper- 
trophied and the tube divided into separate sacs, each 
containing a small quantity of muco-pus, with, 
perhaps, a little true pus in the ampulla at the 
inf undibulum, I can readily understand how utterly 
futile would be the attempt to produce a drainage of 
sach a tube through the uterine canal, no matter how 
widely dilated or how patulous the uterine orifice of 
the tube. I confess, therefore, that I am not as yet 
a convert to this treatment of salpingitis, although I 
am willing to admit that it is in the highest degree 
plausible and may be the one method of the future 
by which we can reach and treat by local appli- 
cations these obstinate conditions of the Fallopian 
tube. 

I am sorry to say that so far as actual cure is con- 
cerned, the palliative treatment referred to in the 
above lines, is by no meaas as satisfactory as I could 
wish it to be, but I still feel that if by these remarks 
I can induce those of my colleagues, particularly the 
younger generation, who have not yet grown to believe 
that they know everything and that they are infallible, 
to be more conservative with the knife and to try to 
preserve to a woman her distinctive organs as long as 
possible, I shall feel amply repaid and able to endure 
with equanimity the criticism which undoubtedly I 
shall receive from some of the gentlemen referred to, 
with whom I do not agree. 

Operative Conservative Methods of Treatment, — It 
might be as well to call these methods preservative 
instead of (conservative, because they are intended, 
while surgical, still to preserve or restore the integrity 
of the diseased tube. All these methods imply the 
performance of an abdominal section. Hadra, 
formerly of Austin, now of Galveston, Texas, seems 
to have been among the first to recommend the 



detachment with the fingers of the adherent tubes, 
which, if found healthy, he left otherwise intact 
(1886). Polk (1887) went even further than this, for 
after detaching the adherent tube he expressed the 
mucus from it so as to restore its calibre, and attached 
the uterus to the anterior abdominal wall in order to 
prevent the re-adhesion of the tube. Martin (1888) 
removed the fimbriated extremity of the tube and 
restored its lumen. Howitz, Ohampionniere, Terril- 
lon, practiced a similar method with excellent results. 
In a paper written by me on " A Tear's Work in 
Laparotomy, *' published in January, 1888, 1 theoreti- 
cally made the suggestion to liberate the tubes, express 
their contents into the uterine cavity, and insert a 
syringe into the fimbriated extremity and inject a 
1-^,000 bichloride solution through the tube into the 
uterine cavity. I confess that I have never practiced 
this method, because I have really never since then 
operated on a case where the tubes were not so much 
diseased that it seemed useless to try to preserve 
them. Skutch and Martin, both in 1889, have 
reported cases in which, instead of extirpating the 
tube in hydro-salpinx, they have resected a portion of 
the sac and sutured the internal to the external wall 
in such a way as to restore the calibre of the tube. 
Unless the ovary is healthy and the normal calibre of 
the tube can be so restored that both the uterine and 
abdominal openings are likely to remain patulous, 
these methods are, of course, of little avail. Still, 
having arrived at a point where the removal of the 
diseased organs has reached its climax and where 
little remains to be said on this part of the subject, 
the object of future operators must be to endeavor to 
preserve instead of destroy, and to attempt by frequent 
efforts to restore the appendages to their normal con- 
dition and relations. A very laudable step in this 
direction has been made as regards the ovaries, for as 
long as fifteen years ago, Pippingskold, of Ghriatiania, 
recommended and practiced the obliteration of small 
cystic Graafian follicles by means of the Paquelin 
cautery, instead of removing the ovary as was formerly 
done ; and the late Prof. Schroder did even better, 
because his method was surgically more correct, by 
excising the small cysts and uniting their walls with 
catgut sutures. I have adopted this plan myself on 
several occasions. That such an ovary is still capable 
of maturing and furnishing healthy ova is beyond 
question. If we can only succeed in restoring tubes 
diseased by catarrhal infiammation to their healthy 
patulous condition, we will have achieved a triumph 
superior even to the marvelous results which have 
been attained by the labors of Lawson Tait and his 
followers. — American Journ. of Obstetrics, July, 
1892. 
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THE TBBATMEHT OP STPHILITIO 8TRICrniBB8 OF 
THE SEOTITM. 



By Db. E. Hbbgzel, Budapest. 



The aathor calls attention to the difficulties 
encountered by the surgeon in the treatment of 
strictures of the rectum of syphilitic origin. This is 
due to the fact that owing to the considerable loss of 
tissue produced by specific ulcers, the lumen of the 
gut is greatly encroached upon by the resulting 
cicatricial masses, and that the entire peri-rectal 
cellular tissue is iuTolved to such an extent in 
infiammatory proliferation that a dense infiltration 
of the rectal walls and surrounding structures takes 
place. In consequence of this dense infiltration, the 
entire anal portion of the rectum is conyerted into a 
stiff, unyielding tube. The treatment by bougies 
ordinarily employed is useless in many cases, both on 
account of the contraction going on in the peri-rectal 
and rectal cicatricial tissues, and because it occasions 
much pain and cannot be continued for a sufficient 
length of time. 

In cases where the stricture is not extensive, nor 
situated high up in the rectum, and where the sur- 
roundings are not much involved (fortunately most 
strictures are situated only a few centimetres above the 
anal opening) it is frequently possible to produce a 
cure by cutting through them with the galvano-cantery 
or Paquelin, by knicking them at several places with 
the knife, or in severe cases by spincterotomy or even 
rectotomy. Dilation by bougies must then be kept 
up to prevent recontraction. A complete cure by 
this method of treatment is, however, seldom possible, 
and as a rule a permanent improvement of the 
patient's condition is the most that can be hoped 
for. 

In cases of circular, markedly indurated strictures 
the above mentioned procedures will not suffice. 
Excellent results can sometimes be obtained by ex- 
cising the cicatricial ring according to the method of 
Dieffenbach and then suturing the margins of the 
incised mucous membrane. 

The worst cases are those where the callous stric- 
ture is long and narrow and extends far upward. In 
these cases fistulous passages exist reaching far above 
the upper limit of the stricture and undermining the 
rectal walls. The rectum resembles a thin cord 
embedded in resisting, indurated, cicatricial tissue. 
Complete fecal obstruction frequently occurs, diges- 
tion is impaired, suppuration may take place around 
the rectum^ or pelvic peritonitis may develop ; the 
patients emaciate greatly and assume a cachectic 



appearance. In these cases repeated incisions of the 
posterior rectal wall and raphe perinei only give 
temporary results, and after a time the stenosis recurs, 
the more rapidly the higher the stricture is situated. 
Under these circumstances it becomes necessary to 
rapidly dilate the stricture ; as such procedures have 
to be frequently repeated in severe cases, it is not 
surprising that the English surgeons, especially, have 
recommended formation of an artificial anas in the 
region of the sigmoid flexure for securing a permanent 
outlet for feces. 

An artificial anus has many disadvantages and is 
only a palliative measure. In place of it the author 
recommends Eraske's method of sacral extirpation of 
the rectum, by which even high seated strictures can 
be radically resected and cured. 

Only two cases operated upon by this method are to 
be found in the literature, reported by Bichelot and 
Ferrier. The author has recently operated upon a 
third case, the history of which is as follows : 

The patient was a married woman, aged 31, who 
shortly after marriage contracted syphilis in the 
rectam from unnatural practices on the part of the 
husband. She underwent a course of inunction 
treatment for five years without much success ; the 
syphilitic ulcers healing for a time and then again sup- 
purating. Numerous fistulous passages formed around 
the anus which discharged large quantities of pns, 
and had frequently been laid open and curetted. 
Two and a half years ago patient suffered for three 
months from endometritis and localized pelvic peri- 
tonitis. Since commencement of disease constipation 
and severe pains during defecation had been present. 
A rectal stricture had existed for four years, and for 
two years defecation had been attended with great 
difficulties. In May, 1890, she consulted Prof. Billroth, 
who incised the fistulsB and performed a linear rect- 
otomy, followed by dilation with elastic bougies. 
The constriction gradually returned, the feces were 
passed with great difficulty and with violent colicky 
pains in the abdomen. Urination became painful 
and frequent ; the urine contained a large quantity 
of pus. 

When admitted to the hospital, March 17, 1892, 
the patient was greatly emaciated. On examination 
with the index finger, a circulai* mass of cicatricial 
tissue was found four and one-half centimetres above 
the anal opening, which contracted the lumen of the 
rectum to the size of a crow-quill. A number of 
radiating scars were present around the anus. Three 
centimetres to the right of the anal margin was f onnd 
a grooved cicatrix, five centimetres long, in the mid- 
dle of which were the openings of two fistulous tracks 
extending respectively for a distance of four and one- 



Digitized by 



Google 



The Intbbnational Jouenal of Surokry. 



249 



half and seven centimetres^ but not communicating 
above with tiie rectum. 

March 21, 1892, operation under combined chloro- 
form and ether narcosis. An incision fourteen centi- 
metres in length was made in the raphe, curving 
outward from the right margin of the sacrum and 
penetrating to the rectum. The coccyx was then 
resected and the sacrum above the fourth sacral 
vertebra divided transversely with the chisel. The 
peri-rectal tissue was indurated and the thinned 
rectal tube was embedded in a firm, bacon-like mass, 
in which any differentiation was impossible. To 
avoid injury of the rectum and neighboring parts the 
dissection was carried out slowly under guidance of a 
uterine sound passed through the stricture. The paren- 
chymatous hemorrhage from the cicatricial tissue was 
marked, but was arrested by transfixion of the vessels 
and compression with iodoform gauze and sponges. 

After two hours of laborious work the rectum was 
dissected out for a length of about fourteen centi- 
metres. During this procedure it was perforated at 
a small place about twelve centimetres above the anal 
opening. It was then laid open by a longitudinal 
incision, the upper end of the wound being situated 
about two centimetres above the stricture in healthy 
mucous membrane; the stricture was about seven and 
one-half centimetres long. The patient now became 
collapsed and it was found impossible to finish the 
operation in a typical manner, because in consequence 
of cicatricial fixation the central portion of the rectum 
could not be drawn out through the sacral wound. 
The distal half of the rectal stump was, therefore, 
hastily amputated and the free margin of the central 
movable stump (the posterior portion of which had 
been opened) fixed to the sacral integument with four 
sutures. Six other silk worm gut sutures were used 
to unite the raphe and former anal opening. 

The subsequent course of the case was satisfactory. 
Up to the fifth day only the outer layers of the dress- 
ing were changed. March 26, after a large dose of 
castor oil, the patient passed enormous masses of 
feces without the least pain. The free end of the rectal 
tube which had been stitched to the skin sloughed off 
gradually, while the deeper lying stump was drawn 
up by the granulations, so that three weeks after 
operation it extended almost as far as the funnel- 
shaped cutaneous opening. May 9th, two old, peri- 
rectal fistulous passages, situated at the right gluteal 
margin, which suppurated markedly were thoroughly 
scraped out and resected. 

The patient now passes her feces through the sacral 
opening without pain, and is rapidly recovering her 
health. — Wiener Medizinische Wochenachrift, No. 27, 
1892. 



THE TREATMENT OF LEG ULOEBS. 



By Thomas S. K. Mortoi^, M.D., 
Prof6$9or of Surgery in the Philadelphia PolpeUnie. 



The Dressing. — The method is as follows : The 
surroundings of the ulcer or ulcers are thoroughly 
cleansed with soap, brush and water, and, if necessary, 
shaved. The soapsuds are then washed away with 
simple water, and the parts douched with 1-1,000 
sublimate solution if the ulcer is foul, tnflamed or 
otherwise manifestly septic. If these conditions are 
absent, the bichloride may be omitted. Next, the 
ulcerated surfaces are subjected to the powerful but 
harmless antiseptic action of a spray of full strength 
(16 volume) peroxide of hydrogen solution. Pouring 
on of the agent is almost as efScient, but very waste- 
ful. If the spray is employed, however, it is essen- 
tial to use an atomizer of which every part is made 
of hard rubber, as the powerful oxidizing qualities 
of the solution will almost immediately destroy any 
metallic parts with which it may come in contact. 
The ulcer having been thus sprayed until active 
effervescence ceases is then gently washed off by a 
stream of simple water, or by a pledget or mop of 
absorbent cotton saturated with the same. This 
carries away all detritus loosened up by the action of 
the peroxide. Next, the ulcerated area and one inch 
of the unaffected surrounding skin are covered in 
with strips of ''Lister protective," one-half inch 
broad, overlapping each other about an eighth of an 
inch. Our object in using the protective is to keep 
the ulcer moist, to prevent friction and irritation at 
all times and the tearing away of reparative material 
at dressings, as well as to furnish a guide to the 
epithelial cells in their excursion across the granula- 
tions. It also acts as a capillary drain, carrying the 
secretions, drop by drop, to the edge of the strips 
where a suitable dressing absorbs and sterilizes them. 
The strips of protective should first be soaked in 
strong (1-1,000) bichloride solution, and then washed 
in simple or cold boiled water before being applied 
to the wound. This precaution is necessary, as 
the strong antiseptic probably kills or inhibits the 
growth of new-forming granulation and epithelial 
cells, and thus retards healing. Protective quickly 
spoils in solution, so that it mudt be sterilized im- 
mediately before using. 

A dressing of gauze or butter-cloth, which has 
been wrung out of 1-1,000 sublimate solution, and 
folded in six or eight layers large enough to overlap 
the protective strips several inches in all directions, 
is then neatly put on without creases or other irregu- 
larities. This serves to absorb and disinfect the 
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discharges that may be transmitted into it from 
beneath the protective. Experience in each indi- 
vidual case will determine about how many thick- 
nesses of gauze will be required for this purpose > 
but the less used^ consistent with attaining the 
object desired, the better. 

Finally comes the bandage. This is to keep the 
dressing in place, give the vessels support, and to 
prevent or relieve oedema. A bandage that I have 
been using for the past five years will not only remain 
just as applied for days or even weeks and be abso- 
lutely comfortable to the wearer^ but also permits the 
employment of the fixed antiseptic dressing for leg 
ulcers while the patients pursue their usual occupa- 
tion — no inatter how arduous — almost unconscious 
that their formerly disabling disease is still present. 

This bandage is applied to the foot and ankle in 
the usual manner until that point immediately 
beneath the calf is reached, where reverses would 
usually be begun. Here, however, the difference 
becomes apparent ; no reverses are made, but' the two 
edges of the bandage are kept equally tight, and it is 
thus wrapped around the limb, practically allowing 
it to guide itself, the surgeon only being careful to 
keep the edges of the roller equally tense as it 
unwinds. Thus it will be found that the bandage 
will mount upward around the calf in a spiral man- 
ner, take a circular turn around the leg, just below 
the knee, then descend again by a downward spiral 
around the calf, again mount upward as before upon 
the opposite side, slightly overlaping the previous 
turn, and so on until finally the leg will become 
enveloped in a bandage that might be called a figure 
of eight of the calf. It should be put on as tightly 
as the patient can comfortably bear, smoothly, and 
care should be taken that no points are left without 
being supported by at least one of the turns. A mus- 
lin roller, six yards long and three inches wide, will 
be found about the proper dimensions for this band- 
age. This method of giving support to the circula- 
tion of a leg is equally applicable even after the ulcer 
has been cured, or where swelling or varicosity exists 
independently of ulceration. 

Redressing. — ^TJntil the parts have been rendered 
odorless, free of all irritation, and aseptic, it is advis- 
able to redress the leg in the same manner every day, 
or at furthest, every other day; also, until these 
conditions have been secured, to use the bichloride of 
mercury solution as a douche. When, however, 
asepsis has been attained, strong antiseptics should 
be discarded in redressing, as they retard healing ; 
simple water is then to be used instead. Subsequently 
the dressing should be renewed every second day if 
the person is using the extremity ; but, if he is in 



bed, dressings need not be renewed so frequently 
after the discharges have become scanty. 

In this, as in every other method of treating leg 
ulcers, if the patient will consent to remain in bed or 
reclining, healing takes place very much more rapidly, 
but under the present system the number of instances 
where confinement is essential for healing is exceed- 
ingly small. — THmes and Register^ June 25, 1892. 



BADIGAL OUBE OF SPINA BIFIDA 



By Db. Paul Bbkoeb. 



At the meeting of the Paris Academy of Medicine, 
January 12, 1892, Berger exhibited a case of spina 
bifida in a female infant, aged seven weeks, where he 
had grafted a plate of bone removed from a young 
rabbit, to take the place of the missing vertebral 
laminsB. The tumor at the time of operation was of 
the size of a nut and communicated freely with the 
spinal canal. Attempts at reduction caused, in a 
short time, phenomena of spinal compression. 
There was complete paralysis of the muscles of the 
lower limbs with the presence of varus equinus, and 
paralysis of the sphincter ani. The outside of the 
tumor resembled cicatricial tissue, the centre was 
granular and suppurating, finpture being imminent, 
surgical intervention was demanded. After rigorous 
antisepsis and chloroform anaesthesia, the tumor was 
circumscribed by two transverse incisions united at 
their extremities. After careful dissection, the serous 
sac, constituting the spina bifida, was detached from 
the surrounding tissues up to its point of insertion 
around the spinal opening. During this procedure 
the sac was ruptured, and an assistant had to apply 
his finger to prevent the loss of cephalo-rachidian 
fiuid. The outer layers of the mass contained no 
nerve elements. A cylindrical cord of a few milli- 
metres thickness projected from the opening. It was 
easily detached and returned into the spinal canal. 
The opening was 3 cm. in length and 2 cm. in width, 
and it was necessary to obliterate it. M. Berger 
struck upon the happy idea of using a bone graft. 
For that purpose a young rabbit was killed, and a 
bony lamella of one of the shoulder blades was cut 
the proper size and inserted into the spinal opening, 
after which it was covered by the membranous wall 
of the spina bifida, which was coapted by catgut 
sutures. On the eighth day the sutures were remo?ed, 
and in the fifth week there was only a small transverse 
elevation without pulsation. 

The operation had been followed by a slight increase 
of paraplegia, but this improved gradually. — BuOeiin 
de VAccMmie de MSdecine. 
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THE TREATMENT OF FLOATIHa KIDNEY. 



By Pbof. Bibdbl. 



The majority of operative procedares for the pur- 
pose of fixing floating kidneys to the lumbar region^ 
have been unsuccessful, because soon after operation, 
the organ changes its position, its lower portion 
turning forward and lying upon the inner surface of 
the posterior upper margin of the pelvis, where it can 
be f olt through the anterior abdominal wall. When 
in this position the constriction by the patient's cloth- 
ing occasions much discomfort. This can be avoided 
if the kidney is also attached to the diaphragm, so 
that it will be enabled to follow the movements of the 
latter, as under normal physiological conditions. The 
author attempted to accomplish this in three cases, by 
suturing the lower portion of the kidney to the peri- 
osteum of the last rib. The attempt, however, was 
unsuccessful, because the upper portion of the organ 
was displaced forward, and the cicatrix soon became 
painful. He now makes use of the following pro- 
cedure: 

After exposing the lateral margin of the quadratus 
lumborum muscle, he cuts down and strips off the 
fatty and fibrous capsule over the entire posterior 
surface of the kidney. He then pushes the organ 
behind the diaphragm so far upward that only its 
lower half is exposed to view. The median portion of 
the fibrous capsule is then fixed to the anterior sur- 
face of the quadratus lumborum muscle by deep cat- 
gut sutures perforating the muscle. At the sides the 
movable soft parts (peritoneum and subserous fat) are 
invaginated as deeply as possible and sutured to the 
fibrous capsule. In this way the lower segment of 
the kidney is fixed, while the upper portion is still 
detached and lies upon the diaphragm. To produce 
a certain amount of stimulation, a mixture of bismuth 
in sublimate solution, is poured into the wound, and 
then a freshly boiled, broad strip of iodoform gauze 
is thrust between kidney and diaphragm in such 
manner that the entire posterior of the organ lying 
behind the diaphragm is covered with the gauze. 
This can be easily done by the use of two dressing 
forceps, which keep the gauze well stretched. The 
lower end of this gauze strip projects from the twelfth 
rib. A second gauze tampon is introduced into the 
place formerly occupied by the dislocated kidney, 
while a third is placed upon the lower portion of the 
organ Ijring for the most part upon the anterior sur- 
face of the quadratus lumborum muscle. To the end of 
each tampon is attached a silk thread which projects 
externally. The sacro-lumbalis and abdominal muscles 



are sutured over the tampons over nearly the entire 
extent of the wound, openings being left for the ex- 
traction of the tampons. The cutaneous wound is then 
tamponed and a dressing applied. The first dressing 
is aUowed to remain for fully four weeks, although at 
times it may be necessary to remove it earlier if it 
becomes saturated with bloody serum ; in that case 
only the superficial layers are removed. After four 
weeks the muscles, which have become adherent are 
separated with a blunt instrument and the deeply 
placed tampons are withdrawn, which must sometimes 
be done under ansBsthesia. The silk thread will in- 
form us as to the position of the tampons, of which 
the middle one is first removed, then the lower, and 
finally the upper. The removal of the latter usually 
presents the greatest difficulties because it is impacted 
behind the last rib. A deep cavity lined with granu- 
lations results; below the last rib a broad canal leads 
upward in which a drainage tube is inserted. The 
latter can soon be shortened to, and can be entirely 
removed in a few weeks. The separated muscles 
soon rapidly unite, so that danger of a hernia is almost 
entirely obviated. The patients remain in bed for a 
period of ten to twelve weeks, and are then provided 
with an elastic corset, to positively avoid the formation 
of a hernia. The cutaneous wound has usually closed 
by this time. Excision of the scar may be necessary 
if it is very broad. 

The author has employed this procedure in five 
cases ; in one case on both sides. The results of the 
operation have been very successful, and have per- 
sisted after a period of observation varying from one 
to one and one-half years. One of the patients 
suffered also from oophoritis, and another from gall 
stones and ulcer of the stomach, so that a part of 
their trouble was probably attributable to these 
affections. It is difficult in this class of cases to 
judge objectively the results of the operation, as we 
are compelled to rely upon the statements of the 
patient, which are frequently misleading. The actual 
results can best be determined in the case of intelligent 
patients who are free from complicating troubles. 

Biedel has recently operated by a similar method, 
upon a case of prolapse of the rectum, which had 
recurred twice after other plastic procedures. He 
resected the sacrum, dissected out the rectum sub- 
peritoneally, and pushed it upward. The cavity on 
both sides of the bowel, between rectum and sacrum 
tightly tamponed with strips of iodoform gauze. The 
result was excellent, although localized gangrene 
occurred from the pressure of the tampon, with 
formation of a rectal fistula. After operation the 
patient regained complete continence of feces. — 
Berlin Klin, Wochenschrift, No. 38, 1892. 
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SUBOIOAL TBEATMEHT OF OEHESAL FAKALT8I8 
OF THE INSANE. 



In the British Medical Journal, July 23d, Drs. 
McPherson and Wallace, of Scotland, report five such 
cases in "which an opening was made through the skull 
over the oro-Iingual centre, and the fluid collected 
under the membranes was let out. The results are 
given as follows: 

Surgically, all the cases have progressed uninter- 
ruptedly to recovery. At the end of eight days the 
wounds were in every case firmly united, and in none 
was there a drop of pus. None of the patients seemed 
to suffer in the least degree from the operation. 
Undoubtedly, much of the surgical success was due to 
the able assistance which we, from the outset, received 
from Dr. Skeen, assistant physician at the asylum. 
We are deeply indebted to him for the assiduity yrith 
which he carried out all of our directions, the assist- 
ance he gave at the operations, and the untiring 
interest he takes in the after-progress of the cases. 

Medically. lu all the cases, with one exception, 
there was a marked improvement in the mental 
symptoms, lasting from one to three weeks. This 
may be fairly accounted for as the result of the 
operative procedure. We consider that the relief of 
pressure by the removal of fluid, the greater freedom 
allowed by the removal of bone for cerebral expansion 
and pulsation, and, perhaps, the relief of the inflam- 
matory condition by the local depletion of the vessels 
of the scalp, diploe, and brain membranes, necessitated 
during the operation, may all have combined to pro- 
duce the change we noted. 

It is significant that concomitant with the cicatriza- 
tion and increasing density of the scalp and fibrous 
membranes over the openings there took place a 
gradual deterioration in the patient's mental and 
motor symptoms. In Case 5, where an attempt wag 
made to drain the pia-arachnoid sac by means of 
horsehair, the difficulty of preventing rapid healing 
of the wounds over the horsehair was found to be 
insuperable, and made its function of draining nuga- 
tory. Therefore, we are unable to state from our 
experience, whether such a mode of drainage would 
be beneficial. 

We are inclined to regard the removal of subdural 
fluid a means towards the alleviation of the inflam- 
matory condition of the pial vessels involved, and not 
the primary object of the operation. In connection 
with this we have noted that immediately after the 
operation, and in the after-history of the cases up to 
the present date, there ha» been no bulging of the 
scalp over the openings, which one would naturally 
have expected from the overpressure of fluid; but, on 
the contrary, that the scalp has been sucked in, so to 



speak, and formed a cup-shaped depression. Again, 
as the membranes have hardened over the openings, 
the pulsation of the brain has become less and less 
apparent on palpation. The absence of bulging and 
pulsation might be accounted for by shrinkage of the 
brain tissue proper, were it not that the depression 
occurred from the flrst in cases in which there was uo 
apparent atrophy of the convolutions. 

That this cup-shaped depression is not due to ad- 
hesion of the scalp to the underlying membranes of 
the brain we are justifled in stating, from the result 
of the post mortem examination of Case 1, who died 
three months after the operation, and in whom no 
such adhesion was found. The absence of adhesion 
is, of course, fatal to Mr. Harrison Oripps' theory 
that a lymphatic communication might be established 
between the membranes of the brain and the scalp 
tissues. 

We regret to record, as the result of our experience, 
that no permanent or marked beneflt was conferred 
upon our patients by the methods of surgical treat- 
ment we were led to adopt in the manner described. 
In Case 3, we believe that the motor symptoms of 
the disease were, and continue up to this date, 
relieved by the operation, but the delusional state is 
as bad as ever. We do not wish to discourage others 
from further attempts ifi the same direction. In our 
hands the operation proved, from a surgical point of 
view, eminently successful, and no bad results of any 
kind were suffered by our patients. 

We would remark, flnally, that it seems as if the 
operation, to be of material beneflt, should be per- 
formed at an earlier stage of the disease than in onr 
cases. In all the cases we trephined, the pathological 
appearances were such as to lead us to infer that the 
disease was fully established. We believe that the 
present state of our knowledge of general paralysis, 
and our power to diagnose the disease at a sufficiently 
early stage, is so imperfect, that as yet surgical treat- 
ment—at all events, by the method adopted by us— 
can be of no material beneflt whatever. — Maryland 
Medical Journal. 



TOTAL ABLATION OF THE UTERUB IN 0A8E8 OF 
LABOE FIBBOnS AND FIBBO-OTBTIO TIJMOBS. 



By Prof. Pban. 



Pedicuiated tumors, sub-mucous, of the cervix and 
body of the uterus can be extirpated without much 
danger by our new methods. The removal of 
interstitial and sub-peritoneal fibromas of the body 
of the womb can be accomplished almost as simply. 

Tumors which do not exceed the size of a nine 
months' old foetus can be extracted through the vagina, 



Digitized by 



Google . 1 



The Iktebnational JournaH. of Suroebt. 



253 



the uterus being extirpated or left according to indi- 
cations. 

When^ however, the volume of the morbid mass is 
larger, the surgeon has recourse to abdominal section; 
the tumor being exposed, drawn outside and tied aslow 
down as possible, after which it is extirpated above 
the ligature. When the tumor is sub-peritoneal and 
pediculatedy the operation is not more dangerous 
than in case of a cyst of the ovary or broad liga- 
ment. If the tumor is interstitial, the body of the 
uterus and its adnexes should be ligated and removed. 
In such a case, the cervix and the small portion left of 
the body form a mass which can be fixed to the infe- 
rior angle of the abdominal wound (extra-peritoneal 
method), or reduced, after being covered or not with 
the neighboring peritoneum (intra-peritoneal 
method). The first method presents great advanta- 
ges — it can be quickly carried out and permits the 
surgeon to control the hemorrhage. 

In 1808, M. Pean performed, for the first time, 
total ablation of the uterus for a large fibro-cystic 
tumor. The method he used has since been mod- 
ified and simplified by him as follows : 

The abdomen being opened, the tumor is drawn 
outside the abdominal wound and tied as near the 
cervix as possible with a rubber ligature. If the 
growth is made up of several lobes, each one is tied 
in the same way, and then the mass is divided. If 
necessary, the bladder and rectum are dissected out, 
and any small bleeding vessels twisted or tied. When 
this has been done, a metallic ligature is twisted just 
above or under the rubber one, and the mass is cut 
away as near it as possible, taking care to avoid the 
slipping of the ligature. The stump is then 
returned and the abdominal incision closed. Finally^ 
the cervix, the stump, and the metallic ligature are 
removed through the vagina. 

The results of this operation lead M. P6an to 
formulate the following conclusions : 

1. Whenever a large tumor of the uterus exists, 
fibrous, fibro-cystic, or interstitial, the preceding 
procedure of total ablation of the uterus is indicated 
by the combined abdominal and vaginal methods. 

2. This procedure is more rapid than the intra- 
and extra-peritoneal methods. 

3. It enables us to oblain a larger number of 
cures. — Bulletin de VAcadimie de Midedne, 



5ur^ieal /Hemorapda. 



On the ground of his experiments Maurel concludes 
that the danger of hypodermic injections of cocaine 
hydrochlorate lies from the start in the concentra- 
tion of the solution employed and not in the quantity 
of the drug administered ; and afterwards, in the 
accidental penetration of the toxic solutions into 
the blood-vessels. — Therap. Gazette. 



The Treatment of Suspected Gangrenous 
Hernia. — Dr. Rousing advises in place of immediate 
reduction, resection, or formation of an artificial anus, 
that the suspected coil of intestine be drawn out after 
the incarceration has been released, and be fixed in 
position by a few serous sutures, the surgeon waiting 
to see whether the intestine becomes gangrenous or 
not. If gangrene does not occur the intestine is 
returned and the hernial aperture closed ; if it does 
the gut is resected or an artificial anus established. — 
Centralbh /. Chirurg., No. 28, 1892. 



The Surgical Treatment of Perityphlitis.— 

Dr. Schede, of Hamburg, regards perityphlitis as an 
intra-peritoneal inflammation, a local peritonitis or 
one local at its commencement. He distinguishes 
several groups of the disease : 

1st Oroup. 1^he wall of the appendix is not mater- 
ially affected, and the condition is one of temporary 
obstruction. If frequent recurrences take place 
resection of the appendix is indicated ; its point of 
attachment to the csBCum is two inches above a line 
drawn from the anterior superior iliac spine to the 
navel. 

2d Group. The walls of the appendix are involved. 
There is intra peritoneal suppuration usually with 
perforation of the wall ; fecal concretions frequently 
present in appendix. These cases may recover with- 
out surgical interference. An operation is indicated 
if there is fever, and the abscess is enlarging and 
approaching the abdominal wall, because it is prob- 
able that adhesions separating the pus from the peri- 
toneal cavity have formed. The author rejects Son- 
nenburg's operation in two sittings. It is not always 
necessary to excise the appendix, but the numerous 
purulent foci, frequently found between the coils of 
intestine, should be removed. They should be 
curetted, dusted with iodoform, and the abscess cavity 
tamponed with iodoform gauze. 

8d Oroup. This consists in an acute inflammation 
of the appendix with perforation, but without pre- 
vious adhesion of the intestines. In this case the 
surgeon is usually called in too late, and laparotomy 
hastens the fatal termination. 

4th Group. Complicated cases, such as intestinal 
obstruction from adhesions of the coils of intestine. 
Oarcinomata may give the signs of an exudate, or 
vice versa. Laparotomy clears up the diagnosis in 
many of these cases. In one of the author's cases a 
carcinoma had perforated the intestine and given rise 
to perityphlitis. — Munchener Medic, Wochenechr., 
No. 17, 189a, 
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A Needle in the Pericardium. — Dr. Dziembow- 
ski obseryed the following case : A needle which^ by 
accident^ had entered the chest in a slanting direction^ 
was broken oS. in the endeavor to extract it. The 
characteristic symptoms were : lessening of the pulse 
to 40, aftenl^ard a very distinct noise, showing that 
the heart was chafing against the broken piece of 
needle that remained in the chest. These symptoms 
were observed while the patient was in a sitting posi- 
tion ; when lying down they appeared in a consider- 
ably less degree. Operation showed that the needle 
had pierced the cartilage of the fonrth rib and here 
sfcuck out. It was successfully withdrawn without 
excision of the rib. Improvement followed without 
any complication. — Nowiny Lekarskie, February, 
1892. SatelUte. 



lyory Pegs for the Direct Union of Fractured 
Bones. — Dr. J. Gttudard has made some experiments 
which demonstrate that pegs of ivory may be success- 
fully transplanted to fill up defects in bone. To 
show that foreign bodies are well borne he cites a 
case of amputation of the thigh, where, after curet- 
ting the medulla, a large tampon was left in the 
cavity for a year without exciting any disturbance. 
Birchner has treated twenty-eight cases of recent 
compound fractures by insertion of ivory pegs into 
the medullary canals of the fragments, and obtained 
twenty-four cures. In some instances it was necessary 
to extract the foreign body, but this never prevented 
consolidation. — Centralbl. f. Ohirurg., No. 27, 1892 



The Local Treatment of Vag^inal Ulcers 
with Alcohol. — Dr Barsony reports the case of a 
woman who was admitted to the hospital for opera- 
tion upon a carcinoma of the vagina. Owing to the 
overcrowded condition of the hospital, operative 
treatment was deferred and the author, chiefly for the 
sake of cleanliness, washed the cancerous sore daily, 
later twice daily, with alcohol. Eight days later the 
sore had diminished to such an extent that the opera- 
tion was again postponed. The ulcer healed com- 
pletely, but two small sores i*eappeared which closed 
up after washing with alcohol. The patient left the 
hospital cured. In the case of another woman, in 
which a carcinoma of the vaginal portion of the cer- 
vix had been diagnosed, but operation refused, the 
author resorted to the alcohol washings with success. 
— Wien. Mediz. Blatter, 15, 1892. 



The Treatment of Hernia by Ii^ections of 
Alcohol. — This method introduced by Schwalbe, in 
1882, is warmly recommended by Dr. A. Schmidt. 
He reports nine cases of hernia treated in this manner 
(five cases of umbilical hernia, one of abdominal 



hernia and three of inguinal hernia). Of these seven 
patients have been completely cured. This method 
demands great endurance on the part of the physician 
and patient. The injections must be made under the 
strictest antiseptic precautions. After the hernia has 
been reduced the index finger of the left hand is 
introduced in the hernial opening, and under guid- 
ance of the finger the hypodermic needle is thrust in 
and pushed forward to the place where the alcohol is 
to be injected. Oare should nojf be taken to observe 
whether any blood escapes from the needle, to make 
sure that no blood-vessel has been pierced. The 
syringe which holds 5 c. cm. is then attached, and the 
idcohol is slowly injected. In cases of umbilical 
hernia a dressing of adhesive plaster is applied. 
Patients suffering from inguinal hernia must remain 
three to four weeks in bed during the treatment. A 
truss should not be worn after the completion of the 
course of injection. The strength of the alcohol 
injected should be at first fifty per cent., increased 
to eighty per cent., but never above this. The 
quantity in children varies between 1 and 2 c. cm., 
in adults up to 6 c. cm. During the first days the 
injections may be practiced daily, later at longer 
intervals. The treatment is practically free from 
danger. — Deutsche Zeitschr,/ Ohirurg., xxxiv. 



Varicose Veins. — Dr. William Taylor, in the 
Provincial Medical Journal, advocates blistering. 
He discovered its good effects, accidentally, when 
treating a case of gout by means of blisters, and had 
since tried it in many cases with considerable success, 
and found it specially useful in old people. He con- 
sidered blistering to be '^ eminently restorative'' in 
varicose veins. Dr. Taylor did not believe in elastic 
stockings, and considered operative treatment un- 
scientific. He supposed that the coats of the veins 
participated in some way which he could not explain, 
.in the restored vitality set up by the action of the 
blisters. He found that the veins remained sound 
for several years, but were then apt to become dis- 
tended again, and required the treatment to be 
renewed. Its great advantage was that it could be 
used in cases where palliative treatment was contra- 
indicated, and that it always did good to the soUd 
oedema so often associated with the varicose condition. 
The details of the treatment were as follows : 1. Re- 
move the cause. 2. Obviate the tendency. 3. Elevate 
the limb for twenty-four hours. 4. Blister from the 
foot upward, six inches daily, watching the kidneys 
and bladder. First paint the part with Bnbini's | 
tincture of camphor, then with blistering fiuid, and j 
lastly with collodion. The blisters must rise and 
serum be withdrawn to do good. — West. Medical 
Reporter, June, 1892. 
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Lysol. — Cadea and Guinard {Province Med.) have 
made a series of experiments on lysol, from which 
they draw the following conclusions : Lysol is superior 
as a microbicide to carbolic acid, creolin, cresyl, and 
other analogous products; it has not, however, any 
advantages over the antiseptics of established reputa- 
tion. It is only really efficacious when used in solu- 
tions, which may be caustic and irritating. Although 
not destined to play a great part in surgery, it may 
often be useful in the prophylaxis and arrest of 
epidemics and epizootics. It is likely to be particu- 
larly serviceable in the disinfection of premises, 
privies, railway carriages, ships, wharves, stables and 
cow houses. It is readily soluble, sufficiently active, 
and very cheap. — St. Louis Medic. Journal. 



Cof!ee as an Antiseptic. — The experiments oi 
' Luderitz, of Vienna, tend to establish the belief in 
' the antiseptic properties of cOffee. A strong solution 
of coffee, for example, ended the career of a bacillus 
of typhoid in about twenty-four hours, the active 
streptococcus of erysipelas in twelve hours, while not 
longer than from three to four hours was sufficient to 
kill the malignant comma bacillus of cholera. Strong 
! decoctions acted more quickly still ; the effects, how- 
ever, are stated to be due more to the products of the 
roasting of the coffee than to the active principle of 
the berry. In this connection it has been pointed 
ont by a correspondent of the Indian Medical 
Gazette that it would be worth while to substitute 
coffee for tea among the cases of enteric fever in the 
I European military hospitals in India. Coffee also 
might be given a trial in the treatment of typhoid 
fe?er in this country. — Medical Press, 



Asaprol, New Antithermic and Antiseptic. 

—This is the name given by Bang, its discoverer, to 
a calcium compound of alpha monosulphone of beta 
napthol {Nat, Drug.). It is a neutral substance, 
soluble in water and alcohol, unalterable under heat, 
non-irritant, non-toxic, well tolerated by the digestive 
viae, whence it is rapidly eliminated and carried off 
by the urine. Asaprol retards cultures of bacillus 
typhoideus, the cholera bacillus, and the micro-organ- 
ism causing herpes tonsurans, when used in quanti- 
ties of 1 eg. to every cubic centimeter of the cultu re 
When the quantity of asaprol is increased to 3 eg. to 
each cubic centimeter, the growth of these organisms 
is entirely prevented, though it requires double this 
proportion to prevent the growth of bacillus pyocya- 
anicus. Streptococcus aureus and bacillus anthracis 
are controlled by a three per cent, solution. — Weekly 
Medic. Review. 



^orrespopdepee- 



Apollo, Pa., June 23, 1892. 
To the Editor of InternationalJournal of Surgery : 

Please publish the following case. I Would further 
like to hear from yourself and others as to whether the 
bullet wound would be sufficient cause for epilepsy. 

Mr. John T. Jackson, aged 54 years, with no family 
history of neuralgia, nervousness, paralysis, epilepsy 
or insanity, on December 13, 1862, received a gunshot 
wound in the abdomen. The ball entered one-half 
inch above and to the left of umbilicus, passing 
obliquely to the right and lodging in the right posterior 
portion near the crest of the ilium, where ifc could be 
distinctly felt. No effort was made to remove it. He 
recovered and returned to his regiment in 1868 and 
was discharged at the expiration of his time in May^ 
1864, though unable to do active duty after his 
return to his regiment. 

In the summer of 1869, he was attacked with fall-, 
ing fits. An attempt was made to locate the ball, 
but it was found to have disappeared from its location 
in the crest of the ilium. The epileptic fits incrciised 
in frequency and severity until three or four months 
before death, when they would recur as often as ten 
or twelve times in twenty-four hours. Two months 
before his death he became violently delirious, which 
lasted about ten days when he recovered consciousness 
and was able to go about between the attacks of epilepsy, 
these seemed less severe with longer intervals ; he 
was, however, very weak and took but little nourish- 
ment. On April 27, 1892, he was again attacked 
with wild delirium, which continued up to May 
6th, when he became comatose and diecT May 6th, at 
2 o^clock A.M. Eight hours after death a post mortem 
was made by myself assisted by Drs. Leech, Hous- 
holder and McBiyar. On opening the abdominal 
cavity we found strong adhesions extending from two 
inches to the left of umbilicus, involving the whole 
right side of the abdomen, from the lower margin of 
the liver to the sacrum. No trace of injury to the 
intestines was discovered. After dissecting the strong 
adhesions the intestines were carefully removed. A 
conical -shaped Minnie ball, weighing about one ounce, 
was found, having a cavity in the base in which was 
firmly held a piece of bone evidently taken from its 
former location in the crest of the ilium and held 
firmly by the battered rim of the cavity. 

It was encysted between the serous membrane and 
portions of the omentum, through which cyst ran the 
vessels of the right spermatic cord. All the parts 
had been dragged down and were adherent to the 
sacrum to the right of the rectum, the adhesions 
admitting of considerable motion of the cyst which 
contained the ball. 

R. E. McCAULEY, M.D., 
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A Practical Manual of Diseases of the Skin. — 
By George H. Rohe, M.D., Professor of Materia 
Medica, Therapeutics, and Hygiene, and formerly 
Professor of Dermatology in the College of Physi- 
cians and Surgeons^ Baltimore, etc., etc. Assisted 
by J. Williams #Lord, A.B., M.D., Lecturer on 
Dermatology and Bandaging in the College of 
Physicians and Surgeons , Assistant Physician to 
the Skin Department in the Dispensary of Johns 
Hopkins Hospital. No. 13 in the Physicians' and 
Students* Ready- Reference Series, In one neat 
12mo Tolume^ 303 pages. Extra Gloth^ price, 
$1.25, net. Philadelphia: The F. A. Davis Co. 

Written for the student and general practitioner, 
this book is thoroughly practical and free from 
elaborate discussions of the etiology and pathology 
of diseases of the skin. Although xi good knowledge 
of these affections can only be gained by personal 
clinical observation, this book will prove a valuable 
auxiliary. 



The International Medical Annual and 
Practitioner's Index. — A Work of fiefereuce 
for Medical Practitioners. Tenth Year. New 
York : E. B. Treat, 1892. Price, $2.75. 

This is a concise record of the year's progress in the 
different departments of medical science. A number 
of new topics are introduced, and we would refer to 
the excellent articles by Mr. Thornburn on *' Spinal 
Surgery;" by Dr. Armand Buffer on "Bacterial 
Pathology ; ** by Mr. Hurry Fenwick on " Cystos- 
copy;" by Mr. Greville Macdonald on ** Rhinos- 
copy;" and by Mr. Pringle on "Photography in 
Clinical Medicine." 



Annual of the Universal Medical Scibncbs. — 
A Yearly Report of the Progress of the General 
Medical Sciences throughout the world. Edited 
by Charles E. Sajous^ M.D., and Seventy Associate 
Editors, assisted by over two hundred Correspond- 
ing Editors, Collaborators, and Correspondents. 
Illustrated with Chromo-Lithographs, Engravings 
and Maps. Philadelphia: The F. A. Davis 
Co., 1892. 

It affords us much pleasure to announce to our 
readers the fifth issue of this excellent work, which 
has been received with as much favor in Europe as 
m America. This series of five volumes furnishes a 
complete review of the work accomplislied during 
lb92, in the various branches of the medical nrt. 



Volume III is devoted to surgery and among the 
editors of the different departments we find such well 
known surgeons as Professors Gaston, Packard, White, 
Conner, Keyes, Stimson, Sayre, Tiffany, Kelsey, 
Barton, Laplace, Matas. 



Book on the Physician Himself, and Things 
THAT Concern His Eeputation and Success — 
By D. W. Cathell, M.D. New Tenth Edition 
(Authoi'^s Last Kevision). Thoroughly revised, 
enlarged, and rewritten. In one }iandsome royal 
octavo volume. 348 pages. Bound in extra 
cloth. Price, post-paid, $2.00, net. Philadel- 
phia: The F. A. Davis Co., 1892.. 

We have had occasion before to commend this 
unique work, which is the outcome of a ripe exper- 
ience, good common sense and business sagacity. 
Although chiefly written for the benefit of the younger 
members of the medical profession, it will be read 
with profit and pleasure^by many of " the older ones 
who have paused at less than the average degree of 
success in life.*' The fact that this book has 
reached its tenth edition within a short time, renders 
any extended comment superlative. 



A Text Book of the Practice of Medicine for 
THE Use op Students and Practitiowbrs.— 
By E. C. M. Page, M. D., Professor of General 
Medicine and Diseases of the Chest, at the New 
York Polyclinic, Visiting Physician to BandaH's 
Island Hospital. St. Elizabeth's Hospital, the 
Polyclinic Hospital, and the Northwestern Dis- 
pensary. New York : William Wood & Co. 
1892. 
Dr. Page has succeeded in producing an excellent 
clinical treatise, which cannot fail to become popular 
with students and practitioners. The book is thor- 
oughly practical, the etiology and pathology of the 
various diseases are briefly discussed, while, espec- 
ial attention is given to the symptomatology and 
treatment. In place of the therapeutic nihilism 
which prevails in many of our text books, we find a 
large amount of practical information as to treat- 
ment, with prescriptions that have proved especially 
useful in the author's hands. 



The Transactions of the Second Annual Meeting 
of the Association of Military Surgeons of the 
National Guard of the United States. Held at 
Memorial Hall, St. Louis, Mo., on the 19th, 20th and 
21st of April, 1892. St. Louis : Becktold & Co. 
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A OAHADIAV VIEW OF AMEBIOAV SUB&ERT. 



In the address on surgery delivered before the 
British Medical Association at its late meeting, Dr. 
W. H. Hingston, of Montreal (Lancet, July 30, 1892), 
contrasted the surgeon's life on the Western continent 
with that on the eastern side of the Atlantic. It ap- 
peared to him that life in England is calm and placid 
when compared with that in America, and that the 
average American surgeon is more of a man of action 
than his English cousin. This state of unrest every- 
where, but especially in the Western world, is, he 
thought not favorable to the surgeon, the full capaci- 
ties of whose intellect are not unfolded without sufS- 
cient occasional leisure and thought and retirement, 
all of which are, in some measure, denied him in our 
new and over-active world. In consequence of this 
the Burgeon is made to eschew the more meditative 
habits which would the better fit him to weigh well 
and to adopt or reject what should foe adopted or 
rejected without reference to authority or without 
being swayed by the influence, not always safe and 
reliable, of superiority of position or of condition. 
An opinion hurriedly expressed by eminent, or even 
prominent, or perhaps only self-beguiled authority is 
adopted; it is propagated, it becomes the opinion of 
the general body; and although we may have resisted 
the influence of the individual authority in the first 



instance, we finally succumb to the voice of that 
general body of which we are constituents. The 
views expressed on surgical questions, expressed be- 
fore they have been fully considered; hasty reports of 
surgical cases and premature records of surgical oper- 
ations — especially if they have been bold and novel — 
when published within a few days of thiair perform- 
ance, are often misleading. Dr. Hingston thinks 
that if the publication of so-called successful cases in 
medical journals had for its sole object the elicitation 
of truth, error in time would be of small moment. 
The haste in publishing, he says, enables the operator 
to send copies broad-cast over the land as a bid for 
like operations; and he does not consider the journal- 
ist as quite blameless in facilitating the premature 
publication of cases. In comparing the journals of 
both hemispheres, he has noted a greater precision of 
reporting cases and in stating facts in the English 
publications, and has observed the same features in 
discussions before English societies. He attributes 
the absence of that precision in a great measure to 
the hurry and unrest, the variety of fatiguing work our 
surgeons are called upon to do, and the diflSculty, even 
in cities, of having properly qualified assistance. It 
is from this hurried manner of reporting cases in 
America that doubt is sometimes felt of their credi- 
bility when given without reference to minor parts, 
which are not considered essential to their truth, ^ 

The American surgeon, according to Dr. Hingston, 
arrives in his own way and with marvelous celerity 
at the chief points of a case— at its gist, its essence — 
by a process which may not be strictly logical, but 
which partakes rather of an intuitive intellectual 
judgment or perception. He seems to recognize 
truth, or something he takes to be truth, without any 
elaborate process of ratiocination. Commenting 
upon the relatively greater freedom from death which 
Valentine Mott, more than half a century ago, 
claimed for surgical operations performed in New 
York and Philadelphia, he claimed a still smaller 
mortality for operations performed in the large cities 
of Canada. 

Want of space forbids us from quoting more liber- 
ally from this excellent address. It is probably true 
that the American surgeon is more of a man of action 
and less of a student than his English confrere, but 
this distinction is much less marked now than for- 
merly. There is growing up in this country a class 
of scholarly surgeons — men who are not only thor- 
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oughly conyersant with the sargical literature of 
America, bat with that of Europe. Every one, how- 
ever, will agree with Dr. Hingston in his plea for a 
proper mental outfit for those who are to devote 
themselves to the study of surgery. 



i 



DISEASES or THE LIVES AND SUSaiOAL 
OFEBATIONS. 



A knowledge of the various factors which influence 
the prognosis of surgical operations, is of importance 
to every practical surgeon, and anything which throws 
some light upon this still obscure subject, cannot but 
prove of general interest. In an excellent article in 
the Bulletin de VAcadSmiede MSdeciney Aug. 3, 1892, 
Prof. Vemeuil, one of the most distinguished of 
French surgeons, discusses the prognosis of surgical 
procedures performed on persons suffering from 
chronic diseases of the liver. In 1846 he observed a 
case of cirrhosis which terminated fatally in conse- 
quence of a single abdominal puncture. This case was 
not published until 1875. Although in these days of 
improved antiseptic methods, some surgeons deny 
the existence of such dangers, or believe that they 
have been greatly exaggerated, the author considers 
this an illusion. Formerly in operations upon persons 
suffering from hepatic troubles, there was great risk 
of aggravating the disease by the development of local 
conditions of more or less gravity, such as phlegmons, 
gangrene, hemorrhages, etc. At the present day, 
while these complications are hardly to be feared, the 
danger still exists of increasing the liver trouble. In 
support of £his view, M. Vemeuil records the follow- 
ing three cases, which we have briefly abstracted. The 
first was that of a woman, thirty-eight years old, who 
had suffered from dyspepsia and hepatic trouble. In 
December, 1891, she sustained a bimalleolar fracture, 
with marked subluxation of the foot. After unsuc- 
cessful treatment by splints arthrotomy was resorted 
to, and the dislocated astragalus returned to its nor- 
mal position. Everything progressed satisfactorily, 
but on the third day there was a slight rise of tem- 
perature, with general icterus which became more 
and more marked. Pneumonia of the right lower 
lobe developed, sharp pains were felt over the liver 
which appeared enlarged, and death ensued three 
weeks after the operation from exhaustion. The 
autopsy revealed a large liver of the type of hypertro- 
j)hic cirrhosis, pneumonia on the right side, pleurisy 
on the left. There had been no pus formation dur- 
ing the entire course of treatment. The second patient 
had suffered five years from profuse metrorrhagia^ 
due to a large uterine polypus. She was very anssmic 



and had been troublej^ with dyspeptic symptoms, 
vomiting after meals and diarrhoea; the liver was 
somewhat diminished in size and tender on pressure. 
Septic symptoms existed, but as an operation seemed 
urgently demanded, the polypus was rapidly eztir- 
pated with the ecraseur, under strict antiseptic pre- 
cautions. Death occurred three days later and at the 
autopsy nothing was found to explain the rapidly 
fatal termination except an advanced steatosis of the 
liver. The third patient, a woman, sixty-seven years 
old, had suffered for some time from typical symptoms 
of cancer of the liver. She was admitted for relief of a 
strangulated crural hernia, and in view of the urgency 
of the case kelotomy was at once resorted to, no 
attempt being made to obtain a radical cure. The 
operation was successful and afforded rapid relief, but 
on the tenth day after the strangulation pneumonia 
developed, and death took place from profound 
exhaustion on the seventeenth day. The autopsy 
showed no peritonitis nor any lesions attributable to 
the operation. 

In these cases the conditions for which the opera- 
tions were undertaken, could not, in themselves, be 
held responsible for the fatal termination. Under 
ordinary circumstances death does not usually ensue 
after surgical procedures in cases of fracture, benign 
tumors, and strangulated hernia in its early stages ; 
moreover the operation itself was perfectly successful 
and unattended by local traumatic complications. 
Yet in each case death supervened rapidly, unex- 
pectedly^ and could not be explained by the old 
theories, but seemed to be due to a complex mechanism- 
It seems natural to attribute the fatal end to the pre- 
existing hepatic affection, which was evidently 
rendered more severe by the surgical traumatism. M. 
Vemeuil does mean to say that the presence of a 
hepatic lesion is a contra-indioation to operative in- 
terference, but desires to call attention to the necessitf 
of determining those cases where surgical interference 
must be interdicted, or where it may be safely 
permitted. If the three deaths were attributable 
to the hepatic trouble, it would have been proper to 
have directed the chief therapeutic efforts for the 
relief of the latter. From many observations made 
by M. Vemeuil it seems that the different hepatic 
lesions do not affect the prognosis of operations to 
quite the same extent. On the contrary, there is 
a scale of gravity which may be arranged somewhat 
as follows : cancer, cirrhosis, the various forms of 
steatosis (alcoholic, suppurative, hemorrhagic), biliary 
Itthiasis. Next in point of gravity are, perhaps, 
amyloid degeneration, chronic congestion and hy- 
datid cysts. 
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TEE WnOHT OF THE BODT DT ITS BELATIOH TO 

THE PATHOLOOT AHS TBEATMENT OF 

OLUB FOOT.* 



By a. B. Judsoit, M.D., 

Orthopadie Surgeon to the OtU-PoHsnt Department of the Now 
York ffoepital. 



I desire to present a few thoughts, of an extremely 
practical kind^ relating to the treatment of talipes 
eqnino-yaruB. Beginning with congenital club-foot, 
it is well to bear in mind that there is a vast difference 
between a child recumbent and a child walking. 
While the child is in arms the case is yet free from 
the complications and difficulties caused by the fall- 
ing of the weight of the body on the deformed foot. 
These twelve months, more or less, are the most 
important year in the history of the case, because in 
this period, the foot is to be changed so that, when 
the child begins to walk, the use of a slight walking- 
brace, exerting only a moderate degree of force, will 
oonyert the weight of the body from a deforming to 
a correcting agent. During these months of recum- 
bency, with the weight of the body out of the way, 
with all the tissues soft and formative, and the foot 
more than doubling in size with the growth of the 
child, there is every reason to expect to succeed in 
what we undertake, provided time enough be given 
to the case, and faithful attention to the details. 

The apparatus which I have conveniently used to 
effect this reduction, before the child learns to stand, 
is a simple retentive splint which acts as a lever, 
making pressure on the outer side of the foot and 
ankle, at A, in Figs. 1 to 4, inclusive, and counter- 
pressure at two points, one on the inner side of the 
leg, at B, and the other at the inner border of the 
foot at G. It is advisable to keep in mind that this 
simple instrument is a lever, because, if we know that 
we are using a lever, with its three well defined points 
of pressure, we can make the apparatus more efficient 
than if we view it, in a more general way, as an 
apparatus for giving a better shape to the foot. 

B 

Bl 




C 

Fig. S. Fig. 

I use a little brace made of sheet brass, doing the 
work with a few simple tools. An advantage of doing 
the work one's self is that there is no room for doubt, 

• Bead before the Amerioan Oithop»dlo Anoolatlon, New York, 
Sepftetnbertt, 1808. 



as to where the blame lies, if the apparatus does not 
work well. Two curved disks, B and 0, Pigs. 3 and 
4, are riveted to a shank D, and thus is formed that 
part of the brace which applies the two points of 
counter-pressure, while on the other hand, the point 
of pressure is brought into action by a third disk, or 
shield A, which is drawn tightly against the outer 
side of the foot and ankle, and held in place by a strip 
of adhesive plaster, E, which includes the limb and 
the piece which connects the two disks, B and G. 
The disks are lined with two or three thicknesses of 
blanket, easily renewed, when necessary, with a needle 
and thread. These braces are so cheap and easily 
knocked together that it is nothing to apply new and 
larger ones, using heavier material for the shank as 
the child grows. In general, three sizes will be 
enough, the shanks being 12 gage ^ in. wide, 14 
gago }i in. wide, and 16 gage f^ in. wide. The 
disks are conveniently made from 22 gage 1^ in. 
wide« The rivets are copper belt rivets No. 13. A 
lip turned on the edges of the disks, with the flat 
plierjB, gives stiffness to the thin brass, and protects 
the skin from the rough edge. If more easily obtained 
tin disks, light bars of iron or steel, and ordinary 
iron rivets, would doubtless answer. 





Fig. 8. Fig. 4. 

The brace is applied with three strips of adhesive 
plaster. The upper and lower pieces, F and O, Fig. 
4, are simply to keep the apparatus in place, which 
they do effectively, if ordinary gum plaster is used, 
while, by drawing the middle strip, E, tightly over 
the shield, and straightening t^e brace from time to 
time, the deformity is gradually and gently reduced. 
At each re-application the brace is made a little 
sfcraighter than the foot at that stage. This may 
readily be done by the hands, and then the adhesive 
strip is to be tightened over the shield, till the shape 
of the foot agrees with that of the brace. After a 
few days, the brace is to be made sfcill straighter, and 
again reapplied, and made tight until another point 
of improvement is gained. The brace is applied very 
crooked at the beginning of treatment, as in Figs. 3 
and four, and is straightened from time to time, and 
a longer brace applied as the deformity is reduced 
and the patient grows. It should be removed every 
week, or two weeks, and an interval of a few days 
allowed for freedom from the brace, when the mother 
is advised to manipulate the foot constantly, using as 
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much force as she will in the direction of symmetry. 
Manipulating the foot during these intervals is of 
great importance^ as cases have occured in which 
varus and equinus have been entirely overcome by 
the mother's hand alone. 



I) 



qi 



B 




By this simple and prosy treatment, carried out 
systematically and without haste or violence, or pain, 
the foot, unless it is a frightful exception, may with 
certainty, be changed from varua to valgus. At the 
same time, the tendo Achillis is lengthened till the 
position of the foot is near the normal, or at right 
angles with the leg, as the result of manipulation and 
giving the brace from time to time a partly antero- 
posterior action Figs. 3 and 4 show approximately 
the shape of the brace at the beginning of treatment. 
Figs. 6 and 6 when the varus is reduced, and Figs. 7 
and 8 when valgus has taken the place of varus. 
The foot, in this latter stage, may not hold itself 
valgus, when left to itself but, with almost no force, 
and with one finger, it may be pushed into valgus ; 
and in this condition it must be when the child begins 
to walk, and then another stage of treatment begins. 





Fig. 7. Fig. 8. 

When the patient begins to walk we have a new 
difficulty. It is now seen that the weight of the 
body, f idling on the tender and ill formed foot, will, 
if not properly directed, defeat all our efforts. Let us, 
for a moment, consider the mechanical environment ' 
of the human foot. In the first place, the corporal 
weight, which the quadruped distributes among four 
pedal extremities, falls, in man, upon two. Again the 
small floor area covered by the feet and their slight 
structure, seem unequal to the task of supporting the 
towering frame above them, which in some cases 
almost resembles a period resting on its apex. And ' 
when we observe the effect of active locomotion, we 
see weight and momentum combine in an apparent 
effort to crush and destroy. And furthermore, when 



extraneous weights are added and the strain is pro- 
longed, as in the case of the burden-bearer among 
savage tribes, or the infantry soldier on a forced 
march, the endurance of the foot excites wonder. It 
is not strange that the feet are subject to ailments : 
to blisters, bunions, ingrowing nails, hallux valgus, 
hammer toes, loss of the arch, weak ankles, painful 
affections of the metatarsus, perforating ulcers, ostei- 
tis, and the varieties of talipes. The wonder is that 
they are not permanently disabled soon after walking 
is begun, and certainly when the adipose tissue of 
the body takes on the development which accompanies 
age and good living. The gourmand, Savarin, said, 
that among the works of creation, the design of the 
human foot was a conspicuous failure. Considering 
the immense weight carried by the foot, it is evident, 
however, that only the most perfect natural adapta- 
tion of mechanics has enabled this insignificant 
member to perform its superlative functions, and 
that great caution should attend all procedures having 
for their object its artificial reconstruction. . 

It is also sufficiently evident that the correction of 
club-foot by mechanical means, while the patient 
continues walking, is a problem beset with difficulty. 
We have, however, a luminous ray of hope aud 
encouragement in the observation that, in talipes 
varus, there is an important boundary line between 
deformity and the norme. If the foot is held in some 
way, now to be considered, on the right side of this 
boundary line, each step forces it in the dii-ection 6f 
valgus and the increasing weight of the child is a 
powerful force acting in the right dii^otion, or away 
from varus, so long as the foot is held, though never 
so little, looking toward symmetry. It may be said 
that the child stamps his foot straight. If, on the 
other hand, the foot is held, or allowed to fall, on the 
wrong side of this line, though never so little, each 
foot-step is a blow, driving the foot more and more 
into the varus position. 

This point may be illustrated by the hand placed 
with its ulnar border on the table. If considerable 
pressure be made on the table, by the hand so placed, 
it becomes evident that there is a boundary line 
between pronation and supination. If the hand is 
pronated, never so little, additional pressure will 
force the palm into pronation, which represents val- 
gus in the foot, and if the hand be supinated in the 
slightest degree, additional pressure will force the 
palm into complete supination, which represents 
varus in the foot. 

By the application of this idea, the weight of the 
body may be made a beneficent, instead of a harmful 
factor in the progress of a case of talipes varus, and 
the walking brace should be constructed with this in 
view. It should be made of steel and by an instrament 
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maker. One of its functions is to act as a lever, 
bat the leverage is applied not chiefly to overcome 
the deformity by direct force, as in the retentive 
brace above described, but to hold the foot on the 
right side of the boundary line above mentioned, so 
that the weight of the body may straighten the foot, 
or overcome the varus in a direct and forcible man- 
ner, without general or local inconveiiience. 




H 



Pw^^ 



Tig. 9. Fig. 10* 

The walking brace consists, as usual, of leg-band, 
H, Figs. 9 and 10, foot-piece, I, and upright, J, 
riveted firmly together. A movable joint at the ankle 
should be discarded, as it undermines the lever by 
introducing an element of instability and, in this 
brace, serves no ^<>od purpose. Mild steel alone 
should be used, to facilitate alterations in shape, as 
point after point of improvement is gained, and to 
make easy the shifting of buckles and straps, as may 
be required, all of which may be done by the use of a 
few simple tools. The upright is to be on the inner 
ride of the leg, as in Fig. 14. The upper part of the 
brace makes counter-pressure on the inner side of 
the leg, but it has another important function, in 
previously neglected cases, which is secured by the 
steel band passing across the back of the leg, to which 
are fastened two buckles for the attachment of a piece 
of webbing, E, in Fig. 9, which passes across the 
front of the leg. The steel band should make no 
pressure on the limb as its use is simply to furnish 
attachment to the buckles. A piece of webbing 
spanning the front of the leg in this manner and 
carrying a pad, performs an important service in 
cases, like the one shown in Fig. 12, in which, from 
previous neglect, the varus has not been reduced 
before walking begins. It transfers a part of the 
weight of the body from the anterior part of the sole 
of the foot, where it interferes with the correction of 
the varus, to the upper part of the anterior surface of 
the leg, where it is powerless to interfere with the 
treatment. That the weight-pressure thus transferred 
IS considerable, is shown by the callus and bursa 
which appear where the padded strap crosses the leg 



near the tubercle of the tibia. This mechanical 
effect is similar to that of the brace, shown in Fig. 
11, used in the treatment of paralysis of the muscles 
of the calf, resulting in talipes calcaneus. 





Fig. 11. Pig. 12. 

The upper part of the brace is also to be considered 
in another light as follows : In previously neglected 
cases it is well to incline the upright 15^, or 20^, or 
more, backward from the vertical of the foot-piece, 
as is shown in Fig. 9. Although correction of the 
equinus is postponed by this inclination of the up- 
right, we are thus enabled to apply a better leverage 
against the varus, and when the varus is reduced, and 
the time arrives when the equinus is to be corrected, 
this backward inclination of the upright is to be 
lessened from time to time, till the vertical is reached, 
as in Fig. 10, or till the upright has an inclination 
forward, allowing the corporal weight to fall more 
and more on the anterior part of the sole of the foot^ 
and gradually lengthen the tendo Achillis. The ver- 
tical upright. Fig. 10, is to be applied at once to 
patients in whom the deformity has been corrected 
before walking begins. 





Fig. 18. Fig. 14. 

We will now pass to a consideration of the other 
end of the brace, the foot piece, which is to be made 
of sheet steel ranging from 18 gage, for a child learn- 
ing to walk, to 13 gage for an adult. It has the 
usual tread, L, Fig. 13, and riser, M, Fig. 10. The 
heel-cup is formed by a piece of webbing, N, Fig. 13, 
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passing behind the heel, from the lower part of the 
upright to a spur, 0, Pig. 13, which projects upward 
from the back part of the outer border of the tread. 
Viewing the apparatus again as a lever, for the forci- 
ble reduction of varus, in a previously neglected case, 
counter-pressure is made along the inner border of 
the foot, and on the upper part of the inner side of 
the leg, while pressure is made by one strap, or more 
than one riveted and buckled to the foot-piece and 
the upright. But one strap is shown, P, in Figs. 13 
and 14. Jhis will be sufficient in the case of a child 
whose varus has been corrected before walking begins, 
but in a previously neglected patient, in whom the 
varus has yet to be reduced while the child is active 
on his feet, two, three, or more straps may be added 
as shown in Fig. 9, partly encircling the foot, ankle 
and leg, the positions of the buckles and the straps 
being where they will assist most efficiently in opposing 
the varus and holding the foot in the best position to 
receive the weight of the body. These parts of the ap- 
paratus may be shifted many times, with advantage, in 
the treatment of a given case of unusual difficulty, and, 
in addition, a most efficient agent for applying con- 
tinuous pressure, is found in a strip of adhesive 
plaster, Q, Fig. 14, sewed to a piece of webbing, B, 
the plaster partly encircling the foot and ankle, with 
a single tail or two tails, as may be required, and the 
webbing being drawn tightly and buckled to the 
inner side of the riser. This device does more than 
simply to increase the amount of pressure; it also* 
keeps the heel down on the tread of the foot-piece, . 
and, more important still, it gives the foot a rotation 
outward and fchus directs the sole of the foot forcibly 
toward the ground, in the best position for making 
the weight of the body a corrective instead of a 
deforming force. The riser of the foot-piece may 
also, in previously neglected and difficult cases, carry 
an ear, S, Figs. 9, 13 and 14, made of sheet brass, 
which is to be bent downward over the first metatarso- 
phalangeal joint, to prevent the inner border of 
the foot from over-riding the edge of the riser. The 
foot-piece is to be lined with adhesive plaster, in 
several thicknesses, if necessary, to prevent rust, and 
with a piece of leather fastened to the tread and spur 
with copper rivets, as shown in Fig. 10. In practice 
the details demand as much attention as the princi- 
ples of treatment. The brace is to be applied over 
the stocking, the strap B, passing through a hole cut 
in the stocking, and is hidden by the patient's trouser's 
and shoe. 

We will now considerthe upright of the brace : It 
is a flat, tapering bar of mild steel ,and when first 
applied to a previously neglected case, such as is shown 
in Fig. 12, should have a curve resembling that of 
the varus foot. The bar, though sharply curved, as 



in Fig. 13, should,. however, be somewhat straighter 
than the foot, when the latter is forced manually into 
its best position. The multiple straps, shown in Fig. 
9, should then be buckled and tightened daily till the 





Fig. 16. Fig. i«. 

continuous leverage has partly reduced the varus: 
The upright bar should then be somewhat straightened 
and another point of improvement be gained, the 
patient in the meantime following his ordinary pur- 
suits without interruption. In due time the upright 
bar, and the foot itself, will both be straight, as seen 
in Figs. 16 and 16 ; in other words, the varus will be 
reduced. The upright should then be bent, from 
time to time, in the direction of valgus, as seen in 
Fig. 17, and the persistent and gradual effort resumed 
until the foot has been pushed,,^r pulled, or pried, 
over the boundary line, into the domain of valgus, as 
seen in Fig. 18. These efforts would not be necessary 
if the varus had been converted into valgus before the 
child had learned to stand. In very badly neglected 
cases the interference of the weight of the body with 
the treatment may be prevented by the recumbent 
position, or the use of a high sole on the well foot uid 
the ischiatic or axillary crutch, until the varus has 
been materially reduced. In all cases when the child 





Fig. 17. Fig. 16. 

is old enough to be docile, domestic instruction and 
drill in eversion of the foot^ and in the proper man- 
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agement of the foot in locomotion, should be a part of 
the education. 

As soon as the foot has reached the valgt^s shape, 
whether it be at the moment of learning to walk^ or 
only after prolonged effort, in a neglected case, a 
curious effect will be observed. It will be seen that 
the outer border of the tread of the foot-piece is 
raised from the ground, as seen in Figs. 19 and 20) 
and that we haye secured, in a convenient manner, 
the effect which is sometimes sought by building up 
the outer border of the sole of the patient's shoe. 
This is a welcome and powerful ally in our attempts 
to hold the foot in a favorable relation with the 
weight of the body and the ground. 





¥\g. 19. Fig. 20. 

The walking brace has been above described as 
though its chief use were to reduce varus which 
has become more or less confirmed by the habit of 
walking on the outer border of th^ foot. Strictly 
speaking, such cases should never occur. They are, 
however^ too common and always indicate that the 
child has been neglected from the period of recumbent 
infancy, when deformity of this kind is the most 
easily overcome. If the varus were always corrected 
before the child learns to stand, then the only use of 
the walking brace would be, as shown in Figs. 19 and 
20, to gently hold the foot in valgus, so that the 
weight of the body shall be suflBicient to lead the child 
to grow up with a foot practically normal. As such a 
child out-grows the brace,, a larger one is to be made, 
and when three or four years old, the foot will, with- 
out the help of the brace, strike the ground so fairly, 
that for two or three years all treatment may be sus- 
pended. The patient is to be observed from time to 
time, however, and as the foot grows in its original 
inclination to varus, it will, after the lapse of two or 
or three more years, have to be kept in proper posi- 
tion, under the rapidly increasing weight of the body, 
by a walking brace adapted to its needs, for another 
period of two. or three years. When the foot is full 
grown it will be shapely in appearance and practically 



perfect in its ability to perform all the duty of a foot 
congenitally normcd. 

Although congenital club-foot has been chiefly kept 
in mind in the above pages, the views expressed in 
regard to the influence of the weight of the body are 
applicable also to talipes varus of paralytic origin. In 
this affection, at an early stage, and before the foot 
has lost its flexibility, a simple walking brace is needed 
as in Figs. 19 and 20, to properly direct the action of 
the weight of the body on the paralyzed foot. At a 
later period, if this measure has been neglected, and 
the foot has been allowed to become varous, and more 
or less inflexible, the case will require more attention 
and probably prolonged effort, with multiple straps 
and adhesive plaster, to carry the foot across the line 
between deformity and the norme, to the position in 
which the weight of the body shall be a correcting 
and not a deforming force. 
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By E. C. Buell, M. D., Los Angeles, Oal. 



The patient, fiobert B., German, aged forty-two 
years, had a history of bladder disturbance extending 
from 1873 to 1882. 

Bright^s disease of the kidneys had been the diag- 
nosis. In July of 1882, he came under the care of 
Dr. Robert A. McLean, of San Francisco, Oal., who 
promptly recognized the presence of stone in the 
bladder. Dr. McLean, on July 22, 1882, removed a 
large calculas by the bilateral method, through the 
perineum. His subsequent treatment I have been 
unable to learn, but the patient says that he had a 
fistula which continued to dribble urine for six 
months. 

For several years following this operation, the 
patient was comparatively free from bladder trouble. 
Gradually, however, the old symptoms returned, and 
in July, 1891, he consulted Dr. Edgar L. Clark, of 
Los Angeles, Gal., for relief from symptoms of cystitis. 
Vesical irritation and dysuria were severe. Urine 
turbid, ropy and bloody. He was obliged to empty 
the bladder about every hour of the twenty-four. Dr. 
Clark determined upon washing out the bladder, but 
finding it nearly impossible to pass a small catheter, 
proceeded to stretch the urethra with steel sounds, the 
patient being anaesthetized. The first sound passed 
^^ clicked'^ the stone, thus establishing the diagnosis. 
Some weeks later, I was called to the case by Dr. 
Clark. 

The patient's condition was deplorable, and there 
was every reason to believe that he would soon suc- 
cumb to the disease unless relieved. 
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On October 22, 1891, asgisted by Drs. Clark, Kirk- 
patrick and Wheeler, of Los Angeles, and Dr. Hodge, 
of Pasadena, I proceeded to remove the «tone. The 
patient's surroundings were of the poorest description, 
but every precaution was exercised to make the 
patient and the operation aseptic. I determined 
upon the high operation, with a view to keeping the 
wound open indefinitely, in order that the chronic 
cystitis might be effectually treated and cured. The 
bladder was washed clean with Thiersch's solution. 

The patient being thoroughly anassthetized, the 
pelvis was elevated about six inches higher than the 
head. A rubber bag inserted in the rectum was dis- 
tended with six or eight ounces of water. Seven 
ounces of Thiersch's solution — ^all the bladder would 
retain — was injected and retained by ligating the 
penis with a rubber band. An incision of less than 
three inches in length was made in the median line 
of the abdomen, and carried down to the prevesical 
fat. The margins of the wound were held back by 
blunt retractors, while with blunt curved scissors the 
muscular attachment to the symphysis pubis was 
divided laterally for about an inch on either side, 
giving more room without endangering the peri- 
toneum. The prevesical fat was then displaced and 
rolled up with the fingers, being held in the upper 
angle of the wound by .a third retractor. No sight 
of the peritoneum was obtained, and no vessels were 
divided, either in the line of incision or on the bladder 
wall, that required ligature. The increased room de- 
rived by detaching the muscles from the symphysis 
pubis exposed the greater portion of the anterior 
bladder wall. This was caught up by silk sutures 
passed through the vesical wall on either side of the 
proposed incision, and cut sufficiently long for assist- 
ants to draw the bladder well up into the abdominal 
wound and hold it there. 

A sharp pointed curved bistoury was then thrust 
through the bladder wall well down behind the sym- 
physis and the incision quickly extended for about 
one and a-half inches. The index finger, which I believe 
preferable to forceps, was immediately introduced 
into the bladder and the stone located, quite firmly 
imbedded in the left wall near the neck. It was 
dislodged and rolled to the external wound with the 
finger, where it was easily grasped and removed with 
the forceps. 

The bladder was now carefully explored for other 
stones or growths, and then washed with Thiersch's 
solution, and the rectal bag withdrawn. A Tren- 
delenburg T-tube made of white rubber tubing, with 
a quarter inch lumen, was then carried down to the 
vesical neck, and the rubber band removed from the 
penis. The upper angle of the abdominal wound 
was closed with a catgut suture carried down through 



the borders of the recti muscles. A rubber tubing of 
sufficient length to reach a receptacle under the bed, 
was next attached to the T-tube by means of a short 
glass tube, and the syphon drainage of the bladder 
begun. The wound was closely packed around the 
drainage tube with iodoform gauze and the usual 
iodoform and bichloride gauze dressing applied over 
all. 

The stone removed — one of phosphate of lime- 
measured four and one-half inches in its greater aud 
three and three-quarter inches in its lesser circum- 
ference ; weight one ounce avoirdupois. 

The subsequent history of this case was one of 
uninterrupted recovery. The highest temperature 
was 99.2«> P. On the tenth day the T-tube was 
removed and a soft rubber tube, fenestrated at the 
lower end, replaced it. The external wound was 
kept open by the iodoform gauze packing, and the 
bladder washed daily for. four weeks, when the 
catarrhal inflammation seemed entirely removed, the 
urine at this time passing normally, and two weeks 
later the external wound closed. 

I believe the filling of the bladder with a mild 
aseptic solution like Thiersch's, after it has been 
thoroughly washed, possesses some advantage, as the 
abdominal wound is thus fiushed with a harmless 
solution the instant the bladder wall is incised. 



A OABE or DOUBLE SOEOTAL HEBlfIA OF TWEHTT 

TEAB8' DUEATI0H-8TKAHOULATI0N ON THE 

LEFT SrOE-OPERATIOH WFTH SAPID 

AHD OOHPLETE SEOOYEBT. 



By C. E. Smith, M.D., La Grange, Tex. 



I was called to see Wm. Pope, male, colored, about 
fifty years of age, by occupation a drayman and 
warehouseman, who had suffered for twenty years 
from a double scrotal hernia. Upon my arrival I 
found the patient in a state of collapse, with stercora- 
ceous vomiting which would occur at intervals of 
about fifteen minutes. The temperature was sub- 
normal, down to 92^ F., the pulse rapid, weak and 
intermittent. The scrotum was about the size of a 
large cocoanut. Taxis was employed to reduce the 
hernia which proved successful on the right side, but 
failed on the left. The patient seemed to be sinking 
rapidly from exhaustion caused by the vomiting or 
rather heaving, for by this time about all of the con- 
tents of the stomach and bowels had been vomited. 

An operation was advised as the only means of 
relief, with the possible chance of recovery. The 
danger of the patient's condition was explained to his 
relatives and friends as compared with the danger and 
gravity of the operation. The patient expressed his 
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willingnefis to die rather than to suffer his tortures 
any longer and it was agreed to operate. The neces- 
sary preliminaries for an ^'antiseptic ^' operation were 
hurried in view of the urgency of the case, and in the 
absence of a suitable table the patient was placed on 
an old quilt spread upon the floor, and while he was 
being etherized by an assistant, the parts to be oper- 
ated upon were being cleansed in the usual way. 
Within ten minutes the patient was completely 
ansdsthetised and ready in every way for commence- 
ment of the operation. Suffice it to say that in the 
operation no definite routine could be carried out ; 
emergencies, as they arose, had to be met, which 
made the operation one entirely peculiar to itsell 
Seated upon an inverted water bucket placed between 
the patient's thighs, with a scalpel from my 
pocket case I made an incision from half an inch 
above the internal abdominal ring through the integu- 
ment down to the tunica vaginalis and reaching to 
the bottom of the scrotum, about seven inches in 
length. I then attempted to divide the tunic on a 
grooved director, but it was so adherent to the con- 
tents of the scrotum that.it was impossible to do so. 
The fingers and handle of the scalpel were used to 
break up and tear apart the adhesions. The tunica 
vaginalis and sac were nicked a little with the point 
of the scalpel to give a starting point of entrance into 
the sac, which was composed of parietal peritoneum. 

The tunica vaginalis, the sac and its contents, 
which consisted of omentum, a portion of the colon, 
and a nuckle of the small intestine which lay anterior 
to the colon, completely investing the latter with an 
overlying covering of mesentery, and the testicle and 
spermatic cord were so thoroughly agglutinated that 
the whole presented the appearance of one solid 
mass. 

About one inch above the globus majus, there was 
an aneurism of the spermatic artery, about the size 
of a large filbert. The testicle was very much atro- 
phied and seemed to have been reduced to a soft 
fluctuating pultaceous mass. There was no pulsation 
of the aneurism or cord; the blood supply had. been 
entirely arrested. An incision was made into the 
testicle, its contents being found to resemble very much 
those of an abscess. The aneurism, as it did not puls- 
ate, was cut into and a clot of blackish-looking blood 
turned out. As the cord did not pulsate at all, it was 
thought best to remove both the cord and testicle. 
The forefinger of the left hand traced the cord, break- 
ing up the adhesions until the internal abdominal 
ring in the fascia transversalis was reached. Here the 
adhesions were so enormous that it was impossible to 
break them up without first laying wide open the 
inguinal canal. A blunt pointed bistoury was passed 
and the cord cut in two in the inguinal canal midway 



between the external and internal abdominal rings. 
The cord and testicle were then removed without 
the loss of one drop of blood and without ligating a 
single bloodvessel, torsion not even being required. 
In facty it was an entirely bloodless operation. Next, 
the sac was torn from the tunica vaginalis and opened, 
and seven and one-half inches of mesentery cut away 
and removed, which enabled me to separate the nuckle 
of the small intestine from that of the colon. The 
latter just where the nuckle of the small intestine 
invested it on its anterior surface, for an area about 
the size of a silver dollar had commenced to turn 
blackish, indicative of incipient gangrene. 

The forefinger of the left hand was then passed 
into the inguinal canal up to the internal abdominal 
ring in the &scia transversalis where the agglutinated 
mass, already mentioned, opposed. The tissues from 
within outward were then brought between the fore- 
finger and thumb by gentle squeezing for the pur- 
pose of detecting the obturator artery. As no pulsation 
whatever was detected, a blunt-pointed bistoury was 
passed along the palmar surface of the left f ore&iger, 
as a guide to the internal abdominal ring, and the en- * 
tire inguinal canal was laid open up to this point. The 
primary incision which began a half inch above the 
internal ring was extended upward a distance of an 
inch and a-half, making the entire length of incision 
nine inches. The adhesions in and around the inter- 
nal ring were then broken up and the small intestine 
returned into the abdominal cavity. 

A straight needle armed with catgut was passed 
from side to side, through the anterior surface of the 
colon just above and below the gangrenous area, the 
ends of the catgut being held by the assistant to pre- 
vent escape of the colon into the abdominal cavityt 
The incision in the scrotum was closed with siUc 
suture up to midway between 'the external and inter- 
nal abdominal rings. The colon was returned into 
the abdominal cavity and stitched to the abdominal 
wall with fine catgut, the line of stitches radiating 
around and outside of the gangrenous area, and then 
the two former sutures which held the colon and pre- 
vented it from escaping into the abdominal cavity 
were removed. The incision through the abdominal 
muscles from above downward was closed with silk 
suture to within a-half inch of the internal abdominal 
ring, leaving open at this point an area about the size 
of a silver dollar, corresponding in size to the gan- 
grenous area in the colon. 

The hernia on the right side was. easily reduced and 
was operated upon after. the method of Prof. J. D. 
Bryant, which is as follows : 

After the neck of the sac had been ligated a looped 
ligature by means of a large needle was carried through 
the lower extremity and tied. Two parallel incisions 
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were then made an inch and a-half apart, the lower 
one being made one and one-half inches above the bor- 
der of the internal pillar, corresponding in length 
with the width of the sac. The external pillar was 
treated as nearly as possible in the same manner^ the 
first incision being located a little below, its upper 
border. The sac was then carried upward behind the 
internal pillar^ and drawn through the upper slit of 
the same pillar; then it was carried behind the exter- 
nal pillar and out through its upper slit, and returned 
again by being pushed inward through the lower slit 
of the same pillar. The sac was then drawn tightly 
until the borders of the external ring approximated) 
when they were sewed with catgut^ the stitches being 
carried through the walls of the sac lying beneath. 
It is claimed by Prof. Bryant that this "weaving'* 
process not only thoroughly closes the external 
abdominal ring^ but also introduces additional layers 
of peritoneum in front of the weakened point in the 
abdominal wall. 

The wounds were cleansed by washing them with a 
solution of bichloride 1-500 and dusted with iodoform. 
A piece of Lister's protective was placed over either 
side, followed by iodoformized gauze^ a batch of ab- 
sorbent cotton and a bandage, which completed both 
operations. The time consumed was one hour and 
thirty-five minutes. Patient rallied nicely from the 
ansBsthetic and the stercoraceous vomiting ceased 
from the time the operation was commenced. Within 
eight hours from the completion of the operations, 
the gangrenous area in the colon sloughed out and a 
copious discharge of faeces occurred through the arti- 
ficial anus thus formed. The sutures held the colon 
firmly to the abdominal wall and perfect adhesion 
resulted. The scrotum was kept perfectly aseptic 
with antiseptic dressings which were covered with 
oiled silk^ and the scrotal wound healed by first inten- 
tion. 

A piece of large rubber tubing, four inches in 
length, was introduced into the artificial anus to the 
depth of an inch, or just far enough to enter the colon 
which lay posterior and adherent to the abdominal 
wall. A large thread was passed through either side 
of the rubber tube one inch above the end which 
rested just inside the colon. The two ends were 
carried around the patient's body and tied to prevent 
the tube from escaping into, or slipping out of the 
colon. The faBces were permitted to discharge invol- 
untarily through the tube in the artificial anus for 
two weeks to insure permanent adhesion of the colon 
to the abdominal wall, at the end of which time the 
colon was washed out from above, through the tube 
in the artificial anus, with a fountain syringe contain- 
ing a half gallon of solution of bichloride 1-2,000, 
most of which escaped back through the tube. A half 



gallon of tepid water was then introduced by enema until 
it appeared in the tube, when it was stopped before 
allowing any of the water to escape through the tube. 
Within half an hour the enema was evacuated through 
the natural way, and two hours later the washing and 
enema were repeated in the same manner. The edges 
of the artificial anus were freshened with the point of 
the scalpel. A piece of Lister's protective was placed 
over the opening and its edges made to approximate 
with strips of rubber adhesive plaster, over which was 
placed a quantity of iodoformized gauze; then a batch 
of absorbent cotton and a bandage were applied which 
completed this the last of the three operations. 

From this time on the patient evacuated the bowels 
through the natural passage and the artificial anus 
healed nicely and rapidly by granulation, only a few 
dressings with carbolic ointment being required. 

The patient's temperature never went above 102 J^^ 
F. at any time, and this was reached only once — on 
the morning after the double operation. The patient 
was not allowed to stand on his feet for six weeks, or 
for one week after the artificial anus had healed and 
all dressings had been removed from the parts. A 
suitable double truss was then fitted and the patient 
allowed to sit up tentatively for a few days, then 
permitted to walk around in the house for a day 
or two, when he was ''set free*' and told to go. 
It is now thirteen months since the operation, and the 
patient returned to his old occupation eight months 
ago and is performing his daily work as drayman and 
warehouseman with perfect comfort and ease to him- 
self and with entire satisfaction to his employer. 



A OASE OF PEBFOBATSSra APPENDIOITIS : 
OFEBATION AND BE00TEB7. 



By J. W. Maoquillan, M.D., Cleveland, Tenn. 



On the 12th of July I was called to see a patient 
with the following history : 

I fdund a young man twenty years of 'age suflfering 
from acute pain, with exquisite tenderness on pressure 
in the right iliac region. The pain had come on two 
days previously, being ushered in by a sharp attack 
of diarrhoea, caused by eating unripe fruit. Tem- 
perature 101**, pulse 120. I gave a hypodermic 
injection of morphine and atropine and waited for its 
effect before making farther investigation. 

The muscles of the abdomen in the csecal region 
were very tense, presenting the appearance and con- 
veying the sensation of being gathered into a hard 
lump. This condition, I concluded, was the result of 
natare's effort to protect an underlying tender and 
swollen appendix. 
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I ordered the parent to bed, gave a dose of sul- 
phate of magnesia, and applied hot compresses. Next 
morning the bowels had moTed and he felt much 
better; wanted to get np and go about. Temperature 
100^, pnlse 110. In the evening temperature and 
pulse a little higher. Thus it varied; morning 
remissions, evening exacerbations, till the 19th when 
I found him quite comfortable. Temperature and 
pnlse normal, not much tenderness over the appen- 
dix. 

On the morning of the 20th, I saw that a change 
had taken place — an anxious expression, ashy color, 
finger tips, nose and ears cold, right leg drawn up ; 
temperature 108^, pulse 130. These were the pathog- 
nomonic signs of perforation. I immediately notified 
the patient's relatives that if his life was to be saved 
the hour had come for operative interference. 

Drs. Bazemore and Fitzsimmons, of this city, were 
called who concurred in the diagnosis and the neces* 
sity of prompt action. 

Utilizing a kitchen table covered with oil cloth, we 
soon had an operation table, the patient walking to 
it himself and being assisted upon it. The abdominal 
wall and pubis were carefully shaved and cleansed, 
and an incision five inches long made over the appen- 
dix, the successive layers being divided on a grooved 
director. On opening into the peritoneal cavity 
about one ounce of thick pus escaped from a circum- 
scribed abscess, which was sponged out to prevent 
contact with healthy membrane. The peritoneum 
in the right iliac region was thickened and opaque, 
a number of inflammatory adhesions and bands hav- 
ing formed which were separated and ' broken down 
by the hands. 

Following down the longitudinal band on the 
ccdcum, the appendix came into view, attached 
throughout its whole length to the intestine. On 
separating the two structures the end of the appendix 
was found. Gangrenous perforation had taken place, 
and a f cecal concretion the size of a hazel nut had 
sloughed through into the peritoneal cavity. The 
appendix was then ligatured with silk aboht one- 
quarter inch from its junction with the intestine and 
amputated at about the same distance below the 
ligation. 

Two large pieces of thickened necrotic omentum 
were removed by ligaturing the sound tissue beyond 
with catgut and snipping through it with a scissors. 

After thorough irrigation of the peritoneal cavity 
with sterilized water and drying with antiseptic 
sponges, the wound was closed by two rows of sutures, 
deep silk and superficial catgut. A drainage tube 
was inserted into the lower part; iodoform and 
bichloride gauze completed the dressing which was 



not removed till the third day, when the wound was 
flushed out with perchloride solution 1-4,000. 

This treatment was continued for a week when the 
tube was withdrawn. The upper part of the wound 
healed by first intention, the lower by granulation, 
the edges being held together by a plaster corset. 

For two reasons this case is interesting: I'st.* The 
symptoms lasted ten days before perforation took 
place. 2d. The patient' had mitM regurgitation. 

The articles by Professou Wyeth and Dr. Simon 
Baruch, in the July number of Iittebnatiokal 
Journal of Surgery, should be in the hands of all 
practitioners who may ever be called on to operate 
for appendicitis. 



aALL BLADDER 0PEBATI0H8-8IZ OOHSEOITTIVE 
OASES OF EXTRA-TJTEBnrE FBEOVANOT:* 



Br RuFUS B. Hall, M.D., Cincinnati, 0. 



The author reported seven cases of gall-bladder 
operations that he had made, in three of which the 
common duct was obstructed from three to seven and 
nine weeks respectively. The case with obstruction 
for three weeks recovered from the operation. The 
case with obstruction for seven weeks had gall stones 
for eight years before operation, and at the time of . 
the operation had a stone impacted in the common 
duct, and malignant disease at the head of the pan- 
creas and obstructing the common duct. The case 
with obstruction for nine weeks had a stone so per- 
fectly impacted that the common duct had to be 
incised for its removal. The three cases were in ex- 
tremis at the time of operation, from the long con- 
tinued cholflsmia. The cases with obstruction for 
seven and nine weeks, died from exhaustion on the 
third and sixth days after the operation. The 
remaining cases in which the cystic duct was ob- 
structed recovered, making five recoveries and two 
deaths. With the light of his experience the author 
would hesitate to advise an operation in cases where 
there had been complete obstruction of the common 
duct for seven to nine weeks. The power of recup- 
eration in such profound and continued cholsBmia is 
so feeble that we can hardly hope for other than a 
fatal termination. The author of the paper was 
strongly inclined to the opinion that there is a causa- 
tive relation between gall stones and malignant dis- 
ease in and about the gall ducts and head of the pan- 
creas. He thought that the long years of continued 
irritation from the presence of gall stones and the 

* Abfltraots of two papers read before the American Association of 
Obstotrioians and Oynsdoologlsts, at St Louis, Mo., Sept. SO, 81 and SS, 

188S. 
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consequent repeated attacks o£ hepatitis favor the 
development of malignant disease in and about the 
gall ducts. He urged early exploration in obscure 
hepatic disease of a number of years standings even 
if a positive diagnosis of gall stones cannot be made, 
and cited a case in which he removed 91 gall stones 
under similar circumstances. -In this case the patient 
had pains in the region of the gall bladder and liver, 
but no other signs of gall stones. If early operation 
was made, there would not be so many cases of ob- 
struction of the common duct with the high mortality 
following that complication. If all of the cases 
operated upon where the common duct was obstructed 
could be tabulated, the mortality would probably be 
very great. On the other hand, in cases where the 
common duct is not obstructed the mortality of the 
operation is very small. These facts should be suffi- 
cient to warrant early exploration. 

In his other paper the author said he would try to 
illustrate and emphasize a f aw facts in connection 
with the subject of extra-uterine pregnancy, which 
are of great practical importance to the general prac- 
titioner and the specialist alike. He^Uustrated from 
clinical facts the difficulty attending a correct diag- 
nosis as to intra and extra-peritoneal rupture of the 
sac in extra-uterine pregnancy in the early months of 
gestation, and the danger to the patient in attempt- 
ing the same, thus encouraging delay in making the 
necessary operation in those cases where the rupture 
has occured. In the six cases reported as the basis of 
his paper five had ruptured before the operation was 
made. In all the ruptures had occurred ^m three to 
five weeks before the operation, and in every instance 
the sac showed conclusively that the rupture was free 
into the peritoneal cavity from the first, and not into 
the folds of the broad ligament. The author dwelt 
upon the fact that in two of the cases, the first and 
the fourth in the series, the blood clot had become so 
firm by the absorption of the fluid portion of the 
bloody and from the adhesions of intestines and 
omentum above, as to depress the pelvic floor, mak- 
it appear from the physical examination that the 
haemorrhage was really in the folds of the broad liga- 
ment. That all recovered, when we consider the 
clinical history m the individual cases, must be 
considered in the nature of a happy surprise. The 
lesson conveyed in the report, of the cases is that 
there are no certain means of knowing, before the 
operation, whether or not the rupture has taken place 
into the peritoneal cavity or the broad ligament, 
especially is this true if the ruptpre occurs in the 
first few weeks of gestation. Therefore, if we treat 
all cases of rupture as if they were really ruptures 
into the peritoneal cavity, it would be the correct 
practice. The author of the paper believed if a case 



comes under observation before the fourth month of 
gestation, it is the duty of the physician not to wait 
until he is certain that rupture has taken place into 
the peritoneal cavity before advising an operation, 
but to give the patient the best chance for her life ; 
and that is an abdominal section, without delay. 



THE HEALDra OF WOTTSSS BT FIBST IITEITIOlf 
THBOUOH THE USE OF SALTOYLATE OF SODIUM. 



By J. T. Hall, M.D., Chicago, HI. 



The annals of surgery show a large decrease in the 
mortality through the modem scientific management 
of surgical operations, but there certainly is a large 
field for further investigations ; the idea of antiseptic 
surgery is a correct one, but the application of so- 
called antiseptics is far from being based on true 
scientific principles. 

An antiseptic that has caustic and poisonous 
properties, one that not only destroys bacteria, but is 
capable of poisoning the whole system by absorption, 
is not a true antiseptic according to nature's laws of 
repair, but a so-called mechanical antiseptic. A true 
antiseptic, when applied to the wounded surface, 
should stimulate and assist repair by preventing all 
decomposition, and at the same time destroying all 
external poisons that would inoculate the wounded 
tissues. 

I had often thought while dressing wounds that if 
I could find a dressing that would heal wounds 
by first intention, where repair by granulation was 
not needed, what a grand thing it would be in pre- 
venting scars and preserving the normal condition of 
wounded parts. But this I failed to do until the old 
maxim *' that necessity is the mother of invention,'* 
proved true, and brought about a treatment which 
has enabled me to heal all wounds by first intention 
when so desired. While practicing in a small town 
I was called to the country to see a patient, and on 
the road met a man on his way to town after a physi- 
cian to attend a neighbor who had been hurt by a 
heavy beam falling on him. I went with him and 
found a man about forty years of age, who had been 
hurt by the sharp edge of a large beam striking him 
on the head, making a large and deep scalp wound. 
When I looked for my pocket-case of instruments, I 
found, that I had forgotten to put them in my pocket. 
So I took a pair of scissors and a razor and shaved off 
the hair from the wound, and with a common sewing 
needle with cotton thread, as no silk was to be ob- 
tained, sewed up the wound which required a number 
of stitches. 

The patient drank more or less all the time 
and was under the infiupnce of liquor when I saw 
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him. My first thought was to guard against erysipe- 
las. When I opened my case to get something to 
dress the wound with, I found that I had nothing 
with me that would answer except a small quantity 
of salicylic acid, which I first thought to sprinkle on 
the wound dry as I had often done, but found that I 
had not enough to cover the wounded surface, so I 
asked for a glass of water and some baking soda. I 
dissolyed the acid with the soda and then added 
water enough to make about a twenty per cent* 
soluti()n, then taking a piece of ipuslin of three or 
four thicknesses, I saturated it with the liquid and 
applied it to the wound, directing them to renew the 
application every two or three hours, or often enough 
to keep the wound moist until my return the next 
day. 

Oreat was my surprise, at my visit the next after- 
noon, to find but little infiammation, the edges of the 
wound already beginning to contract together, pre- 
senting every appearance of healing by first intention. 

To make amends for my carelessness in being 
caught with my medicine case so empty, I had gone 
well supplied with dressings, intending to use which- 
ever I deemed best, but concluded to let well enough 
alone, directing them to continue the treatment until 
I removed the stitches, which was done on the fourth 
day. I found the wound already closed, vrithout a 
particle of pus, not even around the stitch openings. 
In fact I had never seen a wound heal so nicely in so 
short a time. 

It has now been over twelve years since my exper- 
ience and I have as yet to see the first case that did 
not heal by first intention where it was properly used. 
I have also used it in minor surgery, both as a dressing 
and antiseptic, with the most gratifying results, and 
have come to regard it as the only true antiseptic 
dressing that I have ever used. While it is true that 
corrosive sublimate is a valuable antiseptic, it pos- 
sesses poisonous properties which render its use most 
dangerous in many cases. The healing of wounds by 
first intention through the use of salicylate of sodium, 
preyents scars and often deformities from suppura- 
tion. 

I remember one case among many, where a boy 
received an injury to his eye by a piece of glass cut- 
ting through the lid dividing the cornea, about one- 
sixteenth of an inch. I not only healed the cut in 
the lid by first intention preventing ptosis, but 
prevented suppuration of the cornea, leaving the eye 
in good condition. I use from ten grains to two 
drams, each, of pure salicylic acid and bicarbonate 
of sodium to the ounce of water, reducing the strength 
as the wound heals, always applying it either with 
gauze or three or four thicknesses of muslin, and 
keeping the wound moist with the solution until 



closed. I found with this as with other dressings, 
that they should not be used with cotton, as there is 
in the process of repair a constant waste being thrown 
off which should not be retarded or confined by the 
use of cotton. 



OOHTEHIENT APPAfiATUB FOB FBEPABIHa THE 
PLA8TBB OF PABIS BAHDAGE. 



By M. 6. MoNivBN, M.D., Marysville, Mont. 



As the plaster of Paris dressing is so extensively 
used, and as the present means for preparing the 
bandages in small quantities are so unsatisfactory, I 
have devised an apparatus to facilitate their prepara- 
tion, which has proven a valuable aid. 

It consists of a box, made either of tin or of wood 
lined with tin. I prefer the latter, as it is more 
durable. The inside dimensions are : length, 7 
inches, width, 5 inches, height, 5 inches. Its 
mechanism is very simple, and will be readily under- 
stood from the accompanying cuts. 



PUf. 1. 
Through one end of the box, about three-quarters 
of an inch from the bottom, is a hovizontal slot {b) 
4 inches in width, which slopes downward, to pre- 
vent any egress of plaster. The bandage (a) passes 
through this and under a smooth stationary wooden 
pin {c) about a half inch in diameter, thence up to 
the reel (d) at the top, where it is wound. 
' To operate, first put a bandage in place as directed 
above, fill the box with plaster to within an inch of 
the top, wind the bandage up until only two or three 
inches remain outside of the slot. To the under side* 
of this free end the next bandage is secured, by 
means of a fiat pin, and is then pulled through by a 
few turns of the crank. When the pin reaches the 
reel, it is taken out, the bandage already wound 
being removed, the second made fast to the reel, and 
so on. 



Pig. 2. 



If a piece of bandage be always left extending from 
the slot to the reel, this will dispense with the primary 
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threading when next used, and also the removal of 
any plaster from the box. When through using> 
close the lid, and the remaining plaster will keep dry 
until wanted again. 

By these means the bandages receiye a uniform 
coating of plaster, which is well pressed into the 
meshes. The efficacy and rapidity of this method, 
together with its cleanliness, will be much appreciated 
especially by those who have many bandages to pre- 
pare. 



JIELATIOHS OF FELVIO DISEASE TO PSTGEIOAL 
DISTUSBAHOES.* 



Bt Geo. H. Bohe, M. D., Oatonsville, Md. 



The author pointed out the frequency with which 
bodily conditions influenced mental states. Thus a 
torpid condition of the intestines, Bright's disease, 
putrefactive processes in the intestinal canal, etc., 
might give rise to melancholia and other disorders of 
the mental functions. It is not irrational to suppose 
likewise that diseases of the female sexual apparatus 
would have a not inconsiderable influence in the pro- 
duction or perpetuation of mental disorders. As a 
contribution to the knowledge of the subject the 
following report was submitted : 

In a hospital containing 200 insane women, 35 were 
subjected to vaginal examination and 26 found with 
evidences of pelvic diseases. In 18 of these the uter- 
ine appendages were removed with the following 
results: 

Sixteen recovered from the operation and two died. 
Of the sixteen recovered, three have been discharged 
from the hospital completely restored, both physically 
and mentally. In 10 considerable improvement fol- 
lowed the operation in both physical and mental 
conditions, and in three the operation was of too 
recent a date to allow any definite expression of 
opinion. 

The mental disorder present in the 18 cases was 
melancholia in six cases, simple mania in one, puer- 
peral mania in four, hysterical mania in one, periodic 
mania in two, hystero-epilepsy with mania in one, 
and epilepsy with mania in three. 

The author, basing his opinion upon his experience, 
concluded as follows: 

The facts recorded demonstrate first, that there 
is a fruitful field for gynecological work among 
insane women ; second, that this work is as practica- 
ble and- can be pursued with as much success in an 

* Abstract of & paper read before the Amerioan ABSoclation of Obflte- 
tricians and Gynieoologists, St. Louis, Mo., Sept. 90-S8, 180S. 



insane hospital as elsewhere; aud third, that the 
results obtained not only encourage us to continue in 
the work, but require us, in the name of science and 
humanity, to give to an insane woman the same 
chance of relief from disease of the ovaries and uterus 
that a sane woman has. 



AETEBIAL THB0MB06I8; AOUTE aAXOBEHE OF 

BIOHT FOOT AHD LOWER THIBD OF Lfift; 

AMPUTATIOH ; OOICFLETE BEOOYEBT. 



By Fbakk L. R. Tbtamoee, M. D., Brooklyn. 



I was called on a Sunday night, four months ago, 
to see a case of acute gangrene, by Dr. Herman, of 
Brooklyn. I found a young woman about twenty- 
four years of age, temperature 103^^, pulse rapid and 
feeble. The gangrene extended to the middle third of 
the leg. 

She had been confined six weeks previously. Her 
pregnancy had, I should judge, been about normal. 
Three or four days after delivery she developed eleva- 
tion of temperature with peritonitis and septicsmia. 
The swelling of both limbs commenced about the 
third week, and had been in this condition up to the 
time I first saw the case — six weeks after "delivery^ 
as already stated. I amputated at the junction of 
upper and middle third, doing a fiap operation. 
Chloroform was used as ansBsthetic ; hot water and 
bichloride as antiseptics. A large clot, about one and 
one-half inches long, was found protruding from the 
artery, and was drawn out. The dressing consisted 
of iodoform and vaseline with borated cotton. The 
wound healed entirely, in sixteen days, and the patient 
made a perfect recovery in six weeks. 



EXTBA-UTEBIinB PBEQHAITOT.* 



Bt Edwin Rickets, M. D., Cincinnati, 0. 



The simplest classification is the following by Hey- 
wood Smith : 1st. Pre-ruptured stage. 2d. Ruptured 
stage, dd. Post-ryiptured stage. 

Primary rupture is in the majority of cases tubal. 

Positive diagnosis of extra-uterine pregnancy in 
the pre-ruptured stage is rarely possible. 

Rupture after the third month is more disastrous 
than previous to that time. 

The author operated successfully during the eighth 
week — the earliest operation he had ever seen per- 
formed. 

*Abttract of a paper read before the Amerioan Aasoolatloii of Obste- 
tricians and OynsMologlsts, at St. Louis, Mo., Sept. 28, IMS. 
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More than the majority of cases rupture into the 
peritoneal cavity ; these are more serious than those 
that rupture into the broad ligament. 

The author also reported a case where the foetus 
died at the sixth month and the bony skeleton was 
delivered per rectum ; the patient was confined to 
bed for two years, but recovered. An early abdom- 
inal section in this case could not have been more 
serious. 

If operators and expert diagnosticians cannot make 
a diagnosis in the pre-ruptured stage, how can so- 
called electricians pronounce cures in pre-ruptured 
stage by electrolysis ? 

We cannot hope to do good in the stage of rupture 
with electrolysis. 

The great majority of cases (some claim that all) of 
intra-peritoneal rupture die without operation. 

Treatment comprises operation, with clean knife, 
•clean hands, clean water and clean ligatures, and 
should be resorted to as early as possible. 



Cjipical Depart/n^pt 



Phantom Tumors of the Abdomen. — In a very 
interesting collection of lectures published by Dr. 
Thiriar, of Brussels, the author devotes one to the dis- 
cussion of the error, often committed even by the best 
surgeons, of diagnosing a tumor in the abdomen which 
does not actually exist. Not unfrequently palpation 
has elicited the sensation of a round tumor, uniform 
and resisting to pressure, similar to the feeling im- 
parted by the presence of a cyst or advanced preg- 
nancy. Besides the patient presents evident symp- 
toms of nervous disorder. 

Complete anassthesia brings complete resolution, 
the abdomen collapses rapidly and the tumor disap- 
pears to reappear as soon as the effect of chloroform 
vanishes. M. Thiriar relates that one day the sight of 
a bistouri sufficed to make such a tumor disappear 
permanently. 

The origin of these false zumors eannot be easily 
-explained; they may be due to a high degree of tym- 
panites, also to a localized contracture of the abdom- 
inal muscles. This contracture may "be voluntary or 
involuntary ; in the latter case it is often of a reflex 
and secondary nature. 

From these facts, .M. Thiriar concludes that, even 
when all the signs of an ovarian cyst exist, it is wise 
to ask one's self whether there is really an abdominal 
tumor. If doubt exists, the patient should be ansas. 
thetized. Yet it must be borne in mind that there 
may be a tumor, the symptoms of which have been 
magnified by nervous muscular contractures. Ex- 
ploration of the bladder may be also necessary to 
establish a diagnosis. — Journal de Medicene et de 
Chirurgie pratique. 



LTMPHAHQITIB-LIPOMA. 



By Arpad Q, Gerster, M.D. 
VitiHng Burgeon to Mt. Sinai and the German MospUal, etc- 



The first patient I show you is a child, four years of 
age, rather anaemic in appearance, who has a fistula 
in the region of the lachrymal sac, which was appar- 
ently incised. We also learn that this child has been 
suffering from an otitis media. In front of the 
tragus you will notice a well defined swelling, rather 
diffuse in character, which does not on pressure give 
signs of fluctuation. 

As you know, there is quite a collection of lym- 
phatic glands in front of the ear, and these occasion- 
ally go on to suppuration, giving rise to a condition 
known as suppurative lymphangitis. On superflcial 
examination you would think this child was suffering 
from the mumps, but in mumps the mass of the 
swelling is located back and underneath the angle of 
the jaw, while here the mass of the swelling is in front 
of the ramus of the inferior maxilla. 

Now the question arises: What can be done for this 
case? In all glandular trouble the first thing to con- 
sider is the cause. We know that glands very rarely 
are the original and primary seat of the trouble. That 
they occasionally are we do not deny, but as a rule, 
you may accept the statement 'as a good and sound 
one, that whenever you find glandular swelling always 
look for something in the vicinity as the primary 
cause. Mistakes are made occasionally, and serious 
ones too^ one of which I shall mention that came 
under my observation. The patient was a man, who 
was sent to me with a swelling of the submaxillary 
glands by his family physician. His general health 
was deteriorating and he wished to have the tumor 
removed, as a diagnosis of cancer had been made. 
When I heard the man talk I made up my mind at 
once that this tumor was not the primary cancer. I 
learned from him that he had been hoarse for a year 
and a half, and on looking into the man's larynx 
I found a laryngeal cancer, of which the doctor, who 
had been observing him for a year and a half, had not 
the remotest idea. I mention this incident simply to 
w^ni you against making such mistakes, for by early 
recognition of this man^s trouble his life might have 
been prolonged. Furthermore, the patient was deeply 
disappointed when I told him that I was not going to 
touch the tumor, as its removal would be of no prac- 
tical benefit to him. Mistakes like this are disagree - 
ab}') to all concerned, and they should be avoided 
whenever possible. 
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Therefore, in the case of this child, I have examined 
the month; eyes, nose and face, to see if there was 
any cause for this glandular enlargement. Having 
found the cause of this trouble, your line of treat- 
ment should be directed against the causative lesion. 
If otitis media produces the inflammation in' this 
instance, the rational plan is to attack the otitis 
media and cure it In early cases when the glands 
are not destroyed by prolonged suppuration, removal 
of the primary trouble alone will lye sufficient to do 
away with the glandular affection. Suppose a man 
has injured his hand and is suffering from a small 
poisoned wound which is suppurating. Tou examine 
his arm and find red streaks of lymphangitis extend- 
ing into the elbow and axilla. On feeling in the 
axilla you find there two or three hard lumps of lym- 
phatic glands which are threatened with suppuration 
on account of the absorption of poison from this little 
wound. The proper thing to do would be to treat 
the cause of this trouble — bring about improvement 
in the condition of the poisoned wound in the hand. 

If there is pus there which cannot find a vent, take 
a knife, incise the abscess, pack it and treat it by the 
open plan. The moment the poisonous material is 
evacuated — the intense tension relieved — the streaks 
of lymphatics will disappear and the glandular swell- 
ing in the arm will be cured. 

This is an illustration of what all of you have 
observed at one time or another. There are cases, to 
be sure, in which the causal indication may be ful- 
filled and yet these secondary troubles will not disap- 
pear. Where actual suppuration has been set up in 
the glands, or caseous degeneration developed, you 
might eliminate the cause, but the glandular trouble 
has progressed to such a state that the glands them- 
selves will have to be subjected to surgical treatment 
before a cure is effected. 

Now, to go back to the case before us, we have here 
an otitis media, with impending suppuration of the 
lymphatic glands in front of the ear, of five days' 
duration. This is a recent case, and by improving 
the condition of the middle ear by the establishment of 
drainage, cleanliness, etc., it is very probable that this 
^ glandular swelling and infiammation will be arrested. 
Should this condition still persist then the glands 
will have to be extirpated. Should acute suppuration 
set in, an incision will have to be made, and these 
cases of acute suppuration of the glands generally get 
well without any great trouble. Chronic forms of 
suppuration accompanying simple suppurative pro- 
cesses, or the combination of simple suppuration with 
tubercular affections, are not so easily dealt with. 
Something more than simple incision must be resorted 
to in these cases. 

The next patient is a man aged thirty-two years, 



who has on his right side a movable, smooth, some- 
what lobulated swelling, which he has probably had a 
longtime, but has not noticed till recently. It occupies 
the subcutaneous tissue, and if it were further upon 
the back of the patient, yon would make a diagnosis 
without a moment's difficulty. It is in all probability 
a lipoma in a rather unusual locality. If you have a 
tumor not freely movable at the base and yon get on 
palpation a feeling as if it were glued to the underly- 
ing parts, I would advise yon to be very carefnl about 
making a diagnosis. In that case take a hypodermic 
needle, plunge it into the tumor, and ascertain its 
character. 

I will tell you why I advise this precaution, and it 
may prove to you of some practical interest. Some 
twenty years ago I assisted a surgeon at an operatiou 
for the removal of a lipoma. When the patient waa 
under ether I asked permission to examine the tumor, 
which was granted. I had some doubts about the 
diagnosis that was made, but I was so young, so inex- 
perienced and so modest, that I dared not express 
them. We went ahead with the operation. The 
operator made a section of the tumor with his knife 
and pus welled up from the supposed lipoma. It was 
a cold abscess due to a tuberculosis of one of the ribs. 
Such a thing as this is apt to happen to any one who 
makes a careless diagnosis. 

Now, with regard to the patient before us, the 
probability is that we have to deal with a lipoma. In 
order to confirm our diagnosis, we shall make a punc- 
ture with a needle, and if we withdraw no pus, then 
we can be almost absolutely certain that we are 
correct. Having satisfied ourselvea of the diagnosis, 
we will then propose to the patient to have it removed. 
These tumors grow so large, if permitted to remain, 
as to greatly inconvenience the patient in the per- 
formance of his daily labor. 

Should we, however, find pus in this tumor, we 
shall then know that we are dealing with a cold 
abscess, and the moment we know it is a cold abscess 
we shall look for the cause elsewhere. We shall follow 
up the sinus, find the place where the trouble origin- 
ated, which is very probably one of the ribs, and 
remove the diseased portion of the bone, leaving 
behind a clean wound. If you have removed all the 
tuberculous matter that may be present, the wound 
will not only heal, but remain healed. Of course, 
this leaves no security against infection of any other 
part of the body by the same malady. You know 
tuberculosis may attack all parts of the human body, 
one after the other, and, of course, we have no con- 
trol over that. 

Since we are on the subject of lipoma, I may be 
permitted to make a few remarks about the character 
of these neoplasms, which may be said to be on the 
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borderland of pathology. They are not in reality 
pathological, becanae the eonstitnent parts of a lipoma 
are nothing but connectiYe and fatty tisane. They 
are only pathological on account of the size they 
attain and the discomfort they cause the patient. 

Lipomata occupy generally those spaces where we 
Bormally find an accumulation of fat. As far as their 
form is concerned, the majority of them are well 
defined, encapsulated growths. There is a form of 
lipoma which is called diffuse lipoma, which is a\i 
accumulation of healthy fat under the skin in those 
portions of the body in which there is normally a 
larger deposit of fat than elsewhere, without any cap- 
sule. When you have to deal with a lipoma like 
this, as soon as you have exposed the capsule you can 
shell it out and remove it in a few minutes on account 
•f the encapsulation; but in a diffuse lipoma you 
cannot proceed in this way. You have to divide a 
great many more septa and you have consequently a 
considerable amount of trouble. You never know 
whether you have removed enough or too much — you 
must draw an arbitary line and work within it. Dif- 
fuse lipomata, however, are not common. 

f 

AOUTE SALPnTQinS— 0Y8TI0 DEQENEEATIOH OF 
THE OVABIES— EETROVEESIOK OF THE UTEEUS. 



By Paul F. Munde, M.D. 

Prof€99ar of Gynecology at the y. T. Pdyelinie, Vinting Gyne- 
cologist to Mt, Sinai Hospital, etc. 



Gentlemen : The patient I present to you is a 
woman, twenty-one years of age, who has been married 
Bine months. She menstruates every three weeks, 
the flow lasting for three or four days, and complains 
of pain on both sides, especially the left. She is 
constipated and has a white vaginal discharge. 

As I examine this woman I find to the left of the 
cervix a swelling which is not very large, while the 
« terns is not as movable as it should be. She has 
evidently had an inflammation of the left ovary and 
tube, but how it was produced is more than I am able 
to say. Sometimes over indulgence in sexual inter- 
course, and sometimes exposure to cold will cause this 
condition. Cold injections to prevent conception 
might produce it also. When you examine a woman 
with pains in this region and feel nothing abnormal 
to account for it, there is generally some pathological 
condition of the appendages to account for the trouble 
— some congestion which you cannot make out by the 
sense of touch. 

We will make an application of iodine to the vaginal 
vault and insert glycerine tampons in the vagina. I 
make it a rule in private practice, to examine cases of 



this kind every three weeks. The patient's pain may 
be much improved at the end of this time though the 
swelling is in no way diminished. 

I saw last winter an acute salpingitis and ovaritis 
develop in a private patient of mine after a dilatation 
I performed in my oflSce for a cervical catarrh, from 
which she had been suffering for a number of years. 
She came complaining of a profuse discharge, and on 
making an examination I found she had endometritis 
and a narrow canal. I stretched the canal thoroughly 
and made an application of iodized phenol to the 
part. About a week after that she came back saying 
she had been confined to her bed by sickness. I 
examined her again and found the ovaries as large as 
my fist. I sent her back to bed, applied blisters and 
poultices, and told her to remain there for a month. 
At the end of that time she came to my office and I 
found the ovaries as large as before. I put her in 
bed again, reapplied a blister, and when she came to 
my office the next time she had entirely recovered. 

These acute inflammations of the appendages will 
sometimes follow local applications to the uterus, the 
introduction of a sound or dilatation. If you use 
dirty instruments you will produce septic inflamma^ 
tion of the organs mentioned. On my instrument 
table I have a saturated solution of creolin and I dip 
the instruments into this solution before introducing 
them in the uterine cavity. 

The next patient has a rather remarkable history. 
She is twenty-eight years old and has three children, 
the last child being still-bom. During one of her 
conflnements some years ago she was attended by 
ajnidwife who gave her some medicine that produced 
severe uterine contractions, the child being in the 
transverse position. The midwife got frightened and 
sent for a physician, who, when he came, found th^ 
head in the pelvic cavity and extracted it by the for- 
ceps. The doctor put his hand into the vagina after 
delivery of the child and the hand entered the 
abdominal cavity, the external os being firmly closed. 
Twelve hours later I was called to see the patient and 
on examination found an enormous rent in the 
posterior vaginal wall through which my hand readily 
entered the abdominal cavity. The case was, of 
course, very unfavorable as to prognosis. I intro- 
duced iodoform gauze into the vagina and placed a 
drainage tube in the peritoneal cavity through the 
rent in the vaginal wall. I thought I would sew up 
the tear the next day, but when I again called the 
temperature was lOi*^ P. and the pulse quick and 
small, and so I did nothing. I kept the drain in a 
few days longer and an offensive discharge flowed 
out. The vagina was irrigated gently and the bowels 
moved by Rochelle salts. The rent in the vagina 
finally closed up spontaneously. I have seen a dozen 
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sach caaes of tear of the vaginal vault, the child have- 
ing escaped into the peritoneal cavity^ and they all 
died. The point about the treatment of the case I 
wish to impress upon you is not to do too much. 

The next patient is thirty-four years of age and 
has been married fourteen years. She has no 
children and her menstruation is scanty in amount. 
She has pain in the back^ on both sides of the abdo- 
men, especiaUy the left, and has a profuse white dis- 
charge. 

This is a rather interesting picture the patient 
presents. There are two conditions here that are 
radically wrong. This woman's uterus is two inches 
in length and the vagina is quite shallow. One of 
the ovaries has undergone cystic degeneration, and 
the uterus has become atrophied. Of course, it is too 
soon for the menopause to be brought about in this 
case, and theref ore, such an atrophy as this is prema- 
ture and pathological. 

We have had this woman under observation for 
some time to see if it was worth our while to subject 
her to the risk of an operation, but as she does not 
complain of itfbch pain I think it proper to aspir- 
ate by the vagina and take chances of effecting a 
cure. I have aspirated a number of cases of hydro- 
salpynz, drawn the fluid out, and that was the end of 
trouble. This case might be one of hydroealpynz. 

Before doing a laparotomy for cystic degeneration 
of the ovaries, it is my custom to withdraw some of 
the contents of the cyst under due antiseptic precau- 
tions, and subject it to a careful examination. You 
may find pus, blood or ovarian fluid, and it is a great 
relief to one's mind to know what is present befqrt 
you open the abdominal cavity. 

The next patient is twenty-seven years of age, and 
has two children, the last one being bom three years 
ago. She flows every four weeks and the flow lasts 
three days. She has pain in the back, on the left 
side of the abdomen, and headache. 

This is one of a class of patients one frequently sees 
at clinics of this kind, and she presents a combination 
of two conditions which are not at all dangerous, but 
at the same time productive of a very great amount of 
discomfort. This woman complains of pain in the 
lower part of the back and headache. Probably the 
headache is due to neurasthenia, but the backache 
and pain in the left side are due to an entirely differ- 
ent cause. 

On making an examination of this patient, I find 
the OS is tipped forward and the body of the uterus 
pushed down. The pain on the left side is due to 
pressure of th6 retroverted uterijis on the ovary, in- 
creasing its sensitiveness to a very great degree. To 
relieve this condition we will place this woman in 
Sims' position, lift up the uterus and introduce a 
pessary. After this has been done, she will experience 
relief from the pain. 



' STBIOTUBE OF THE TTSETHSA. 

By John A. Wyeth, M.D. 

Professor of Surgery Nm York Polyclinic ; ViHUng Sftrffean 

to Mt. Sinai HoepUal, 0fo. 

The patient was a male, aged thiriy-two, who pre- 
sented for the treatment of a stricture of the mem- 
branous urethra. It was a stricture of such small 
calibre, that a urethrotome could not be passed through 
the constriction, and it was necessary to dilate it to a 
sufficient size. 

In performing the operation of internal urethrot- 
omy, the operator said that a sufficient degree of 
anaesthesia can be induced by the use of cocaine in- 
jected into the urethra. In urethral surgery he 
always washed out the canal with Thiersch's solution 
and then injected a solution of cocaine — generally a 
four per cent, and about half a dram of this. In five 
minutes local ansBsthesia will be induced. A filiform 
bougie was then passed along the canal until the 
strictured part was reached, and in passing it through 
this the greatest difficulty was encountered. The 
instrument was then withdrawn, and Banks' dilating 
lyrd rubber filiform bougie was carried through the 
constriction and into the bladder. Sufficient dilata- 
tion was thus obtained for the entrance of Otis ure- 
throtome with which the stricture was finally cut. 

The hemorrhage after urethrotomy, the operator 
said, can be very readily arrested by turning the penis 
upon the abdomen, placing a pad of cotton under and 
over the organ, and compressing the walls of the canal 
by means of a spica bandage placed around the pelvis. 

Not infrequently within twenty-four hours after 
the performance of a urethrotomy or the introduction 
of a sound or other instrument into the urethra, the 
patient is seized with rigors or a pronounced chfll, 
followed by a lise in temperature. When the ther- 
mometer shows 100^ F., it is a good plan to adminis- 
ter ten to twenty grain doses of antipyrine and repeat 
this every hour till the temperature falls to normal. 
If the pulse is correspondingly increased, the tincture 
of aconite root should be given at the same time. 

After the performance of a urethrotomy, the 
repeated introduction of steel sounds or gum bougies 
is essential to its successful treatment. Dilatation 
should becommence'd on the second or third day after 
the operation, in case no febrile symptoms manifest 
themselves. Cocaine, as a rule, should be employed 
at this time ; for the introduction of a sound is gen- 
erally more painful after an operation than the 
ncision has been. It is well to commence with a 
No. 17 and increase this to 19, 20 and 21, according 
to circumstances. The dilatation should be repeated 
every second or third day for a period of three weeks, 
and then every fourth or fifth day for the same period; 
and then twice a month for three or four months. 

Manv strictures that have been treated by internal 
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nretlurotomy do not recur, but a certain proportion is 
apt to do so, no matter how thoroughly divided and 
carefully treated they may be. It may thus become neces- 
sary to employ dilatation every two or three months 
during the lifetime of the patient. There is a certain 
proportion of cases, as the one brought before the class 
illustrated, where the stricture is so tight that a urethro- 
tome cannot be passed through, and where it is neces- 
sary to dilate the constriction. Immediate dilatation 
by means of Banks' dilating filiform bougie, the 
leotoier considered the most satisfactory procedure. 

8AB00MA OF. THE PB 08TATE GLAHD. 
Bt Dr. a. B abth. 

Sarcoma of the prostate gland is not a very rare 
affection, as was formerly thought. Although in 
recent times cases have been reported in which the 
sarcoma developed in advanced life, it usually occurs 
during youth and is especially frequent during child- 
hood. At least one-half of all observations refer to 
children from one to eight years old. Perhaps the 
structure of the gland during early life, when the 
connective and muscular tissues predominate, plays 
an important part in this connection. 

Barth has observed three cases of sarcoma of the 
prostate, one in a child aged nine months. The 
disease in childhood is characterized especially by its 
destructive character. The growth penetrates in 
various directions the neighboring structures, appear- 
ing as a tumor above the symphysis or in the urethra 
or perineum. The latter mode of extension is espec. 
ially common. The diagnosis is not di£Qcult. When 
the patients usually come under observation dysuria 
or retention of urine, pains in the perineum or 
pelris, and marked constipation are present, or a 
tumor visible externally may exist. By the use of the 
catheter and cystoscope, conjoint with palpation, or if 
necessary exploratory puncture, the diagnosis can be 
positively established. Owing to the soft consistency 
of the growth which is always present and the decep- 
tive feeling of fluctuation conveyed on palpation, the 
mistake may be made of confounding it with a tuber- 
culons process. The course is variable. As a rule the 
disease is more rapidly fatal in children than adults, 
although at the time when it is observed in the lat- 
ter it is usually far advanced, The general health of 
the patients is not much affected so long as the evacu- 
ation of urine and feces is not interfered with. Ca- 
chexia and exhaustion do not supervene until the 
deyelopment of purulent cystitis or the breaking 
down of the tumor. 

Operative procedures in sarcoma of the prostate 
give the same unfavorable prognosis as in cancer of this 
organ. The most that can be hoped for is a palliative 
^U—Archivf. Klin. Ghirurgie, Bd. 42, Heft 4. 
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TEE TSEATMEKT OF ITBETEEAL FXSTITLA. 



By Dr. P. Kammerer, BTew York. 



The author has twice had the misfortune of wound- 
ing the right ureter in difficult abdominal operations, 
with the result in each case, of establishiiig a uretero- 
abdominal fistula. At a later period a complete cure 
was effected by nephrectomy. 

In the first case the accident occurred during 
laparotomy, undertaken for a double pyosalpynx on 
the right side, owing to the presence of numerous 
firm adhesions. The abdominal wound was closed 
at the end of forty-eight hours, and the patient 
seemed on the road to recovery, but on the seventeen.th 
day she developed symptoms of intestinal obstruction. 
Oareful dissection at the lower end of the abdominal 
cicatrix, showed no intestine adherent at this point, 
but the area of dullness was found to correspond to a 
part of the abdominal cavity, shut off by adhesions^ 
from which a large quantity of sero-purulent fluid 
escaped, having a distinctly urinous odor. An ab- 
dominal urinary fistula persisted, which by cysto- 
scopic examination and other tests was demonstrated 
to be ureteral and not vesical. Subsequently the 
patient developed a large abscess in the lumbar region, 
which was opened by a lumbar incision and the 
kidney removed. Oomplete recorery ensued, the 
remaining kidney fully assuming the functions of the 
one removed. 

In the second case the ureter was wounded during 
a supravaginal hysterectomy for a large fibroid on the 
right side, the tumor being enucleated with great 
difficulty on account of extensive adhesions to the 
bladder, intestines and pelvic wall. The abdominal 
incision was closed, the broad stump being held in 
place by two transfixion needles. On the third day the 
patient presented symptoms of well-marked peritoni- 
tis and septic poisoning, and as a last resort the 
abdomen was reopened above the stump. No fresl^ 
adhesions were found, but a considerable quantity of 
more serous than purulent fiuid escaped from the 
general peritoneal cavity. The intestines were held 
up and a large tampon was introduced into Douglas' 
cul'de-scu:. After the operation the septic condition 
subsided, and during the following two weeks the 
patienb progressed favorably. The tampon was 
removed from the peritoneal cavity and its tract was 
rapidly closing. The large sloughing stump was 
still lying in the wound, but owing to removal of the 
transfixion needles, had retracted considerably into 
the peritoneal cavity. On this account the cutting 
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of the elastic ligature was not .easily accomplished ; 
but when the latter was withdrawn from beneath the 
stump^ a steady flow of urine almost immediately 
began from the abdominal fistula. When the stump 
finally came away it left a conical opening which 
slowly filled with urine. When continuous and 
moderate pressure was exerted on the right kidney 
the flow from the kidney very markedly increased. 
After several days however, it became suddenly arrested 
and urine began to escape involuntarily from the 
vagina. This condition existed for the following 
month, the fistula at times emptying into the wound 
and at times into the vagina. Injection of the blad- 
der showed that viscus to be intact, evidenced also, 
by the clear urine from the bladder, in contrast to 
the turbid urine from the vagina and abdominal 
fistula. After ceasing for a time the abnormal fiow 
recommenced, and as the patient's condition seemed 
less favorable, nephrectomy was performed four 
months after the first operation. Within two months 
complete healing had taken place, and a little later 
the abdominal fistula also closed spontaneously. The 
secretion of urine is now normal in quantity and 
quality. 

The author uses these cases as a text for the follow- 
ing interesting remarks : 

In the first of the cases the ureter was, no doubt, 
caught in a ligature en masse and divided, whereas in 
the second case it was probably only partially in- 
cluded in the elastic ligature securing the stump of 
the uterus. Many points seem to suggest this explan- 
ation. Very great traction had to be exerted on the 
large tumor to allow at all of the application of the 
ligature; and probably the ureter was thus drawn up 
within reach of the latter. Furthermore, the leakage 
only became manifest when the elastic ligature was 
withdrawn, and then the frequent and prolonged 
complete arrest of the flow of urine from the fistula, 
in connection with the fact that simultaneously nor- 
msi quantities of urine were secreted from the urethra, 
can only be explained on the assumption of a lateral 
opening. Wliy this should have occasionally closed, 
allowing the urine to fiow into the bladder, I cannot 
say. That such was the case is evident, for the nor- 
mal quantity of urine passed on these occasions- by 
the patient, could not have been referred to the 
sound kidney alone. No compensatory hypertrophy 
had yet taken place, otherwise the normal amount of 
urine should have been passed at an earlier period, 
following nephrectomy. This, however, was only the 
the case three weeks after operation. 

In reviewing the literature of the last years, I have 
found eleven cases of nephrectomy for ureteral fistula. 
These include six of the abdominal variety (Simon, 
Lefort, Bertini, Thornton, Billroth and Pozzi) and 



five of the vaginal or uterine (Orede, Zweifel Ousse- 
row, Van der Weerdt, and Boeckel). Two other cases 
of abdominal fistula have been reported by Muller 
and Hegar, in which nephrectomy was not done. In 
all of the abdominal fistulas, excepting Lefort's case, 
the ^etiological factor was an injury to the ureters 
during difficult abdominal operations. In LefoiVs 
case the fistula developed as the result of a stab- wound 
in the right lumbar region. Of eleven cases in which 
a communication existed with the vagina or uterus, 
seven were due to traumatism during parturition 
(Nicoladoni, Kehrer, Crede, Van der Weerdt, Schede 
two cases, and Zweifel) and foitr (Kaltenba^h, two 
cases, Boeckel, and Ousserow) developed after vaginal 
hysterectomy. Although I have not made a very 
thorough search for cases of the latter kind, it hardly 
seems possible that an operation so frequently done 
as vaginal hysterectomy should be so rarely associated 
with injury to the ureters when the proximity of the 
latter to the cervix uteri (an inch) is recalled. 
Gusserow tells us that this accident has happened to 
most operators who have frequently done vaginal 
hysterectomy, but I have not found any authority 
for this assertion, although the same statement from 
other operators is familiar to me. Adding to the 
eleven cases of nephrectomy for ureteral fistnla my 
own two, we have thirteen cases, with two deaths 
(Billroth and Lefort). In one of them death occurred 
on the eleventh day after operation (Billroth) from 
insufficiency of the- remaining kidney, in a patient 
who was operated upon many months after the 
original injury, and had been subjected to a good 
deal of catheterization of both ureters without any 
permanent result. She was withal in a very bad 
general condition for the operation. The other case 
was also one of seven months' standing before neph- 
rectomy was resorted to (Lefort). The patient died 
on the second day after operation, and an abscess was 
found at the site of the removed kidney^ I do not think 
that these two cases will weigh heavily in estimating 
the dangers of nephrectomy for fistula. They were 
done eight and twelve years ago, when the technique 
of the operation was not so well established and anti- 
septic surgery not as yet so universally accepted. 1 
do not expect that the assevtion that extirpation of 
the normal kidney is a sure and safe operation, unat- 
tended by many risks, will meet with any serious 
opposition among surgeons. On the other hand, it can- 
not be denied that inflammatory thickening and 
adhesion of the capsule to the kidney make the 
enucleation of the latter a much more difficult opera- 
tion. This was the case in Lefort's patient, and the 
same impression I certainly gained from my two 
cases. In my second case there was present well- 
marked pyelitis, and several purulent foci v^re 
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fonnd in the substance of the kidney; inflammation 
had spread to the peri-repal tissue^ and the operation 
was not accomplished so readily as in the first case. 
We can conclude, then^ that nephrectomy, when 
undertaken at not too distant a period after the 
primary injuiy to the ureter, is a very safe surgical 
procedure, provided the remaining kidney is in a 
healthy condition, and it can be accepted that no 
€TiI results will later on follow from the removal of 
the organ, when the compensatory function of the 
remaining kidney is well established. The first of 
these conditions must, of course, be decided in each 
individual case ; the latter, I think, we must grant, 
in view of experimental and clinical evidence. In 
deciding about the condition of the kidney with 
intact ureter, we are more fortunately placed in these 
cases than in cases of renal disease. With the aid of 
the cystoscope we shall generally be able to deter- 
mine that no urine reaches the bladder from the 
injured ureter, and then the problem is readily solved 
by examination of the urine passed by the urethra. 
It is well to hjoar in mind in this connection that a 
kidney secreting turbid urine may be able to do the 
work of secretion for the economy, while another kid- 
ney secreting clear urine may, after extirpation of its 
fellow, prove inadequate to this task. I operated in 
a case of tubercular kidney a year and a half ago 
which well illustrates this. The left kidney was re- 
moved for far-advanced tubercular disease, but the 
right kidney, although also slightly affected at the 
time of operation, has assumed the functions neces- 
sary for the maintenance of life. The urine at present 
contains about the same amount of leucocytes and 
albumin as after nephrectomy. One, or perhaps 
aeveral, tubercular foci are present in the remaining 
kidney, communicating with the pelvis ; but other 
parts of the renal tissue were not affected and were 
capable of compensatory hypertrophy, whereas in 
diffuse lesions of the kidney no hypertrophy is possi- 
ble. I do not think that this point, first insisted on 
by Tuffier, has receive the general consideration it 
merits. 

The repair of vaginal and uterine fistula has been 
attempted with varying success. In these cases the 
vesical end of the ureter after a lapse of time is 
generally found occluded, or at least impervious to 
catheters introduced from the bladder or vagina. For 
this reason a large vesico- vaginal fistula has generally 
been established as the first act of a plastic operation 
for the relief of these cases. Following this, the two 
openings have either been put in communication with 
one another by converting part of the vaginal vault 
into a channel, or by secondary colpokleisis, partial 
or complete. In many of these cases, however, the 
operation has not been attended by success, or only 



after many attempts, and in some nephrectomy had 
to follow as an ultimate measure of relief. Thus 
Zweifel attempted three plastic operations, which 
were unsuccessful, and finally, after the patient's hus- 
band objected to colpokleisis, successfully performed 
nephrectomy. Kehrer was successful, but left a 
vagina only two inches long. Ousserow observed 
contraction of the vesico-vaginal fistula, which he 
had established, and on this account, later on, rup- 
ture of the originally successful colpokleisis. After 
enlarging the vesico-vaginal opening, colpokleisis was 
a second time resorted to. A year later the patient 
returned to the hospital with formation of phosphatic 
concretions in the pouch above the obliteration, 
necessitating a reopening of the latter. In one of 
Kaltenbach's cases a similar mishap occurred after 
partial colpokleisis, but a fourth operation was not 
done, as a recurrence of cancer had in the meantime 
appeared. Schede observed severe symptoms from 
stenosis at the site of the fistula after successful plas- 
tic closure, and was obliged to catheterize the ureter 
for a long time. Compare with this the five cases of 
nephrectomy for uretero-vaginal or uterine fistula, 
which all recovered and did well. One died six 
months later from recurrent cancer afiber vaginal 
hysterectomy, and has, therefore, no bearing on the 
question under consideration. 

For abdominal fistula I do not believe any other 
procedures than nephrectomy have been seriously 
entertained. There are only the two cases of Hegar 
and MuUer, previously referred to, in which attempts 
seem to have been made of closing the fistula. Mul- 
ler cut into the bladder, making a communication 
between it and the funnel-shaped sinus, and then 
attempted to close the fistulous opening, but it did 
not entirely succeed. Hegar reunited the ureter 
with the bladder. Everything seems to have gone 
well, and although the external wound did not prim- 
arily close, it afterward completely cicatrized. These 
cases were reported in 1879, and I very much regret 
that the only reference to them I can find is very in- 
complete and about embodies what I have said. It is 
difficult to understand how a channel lined with 
granulations could permanently secure the uninter- 
rupted flow of urine from the kidney to the bladder. 
In Hegar's case I have not been able to discover how 
so delicate an operation was done after a fistula had 
once become established. These attempts do not 
appear to have found any imitators. In Billroth's 
case Pawlik, after much torture to the patient and 
perhaps to himself, finally succeeded in passing a 
catheter through the ureter into the pelvis of the 
kidney, but an attempt to leave it in situ had to be 
abandoned. From what has been said, nephrectomy 
appears to be the only proper treatment for abdomintd 
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and in many cases also the only one for vaginal and 
uterine fistnla. When we recollect the many failures 
after plastic operations in the vagina, the inconven- 
iences to which some of these patients were subjected, 
I question the wisdom of not resorting to nephrec- 
tomy in all cases of ureteral fistula. When we remove 
a kidney under the conditions and precautions before 
stated, we know that we are not robbing the system 
of half of its renal tissue. We know that in a short 
time renal tissue is reproduced, that we are not per- 
manently throwing on one organ the work of two, but 
that soon one kidney, having almost the same secret- 
ing power as the original two, is in activity. 

When during an abdominal operation we become 
aware of having wounded the ureter, what is the 
proper course to pursue ? There are several ways of 
dealing with snch mishaps. Immediate nephrectomy 
may be done or the renal end of the ureter may be 
transplanted to some part of the abdominal wall. 
Both these methods have been successfully practiced. 
The first would seem to be indicated in cases in which 
the ureter has been irreparably damaged and when 
the condition of the patient, who has generally passed 
through some serious abdominal operation, still ad- 
mits of nephrectomy being performed. In both of 
my cases, even had I been cognizant of the injury to 
' the ureters, the condition of the patients did not 
warrant any further surgical procedure. We must 
also remember that the increased demands upon the 
remaining kidney during the days following nephrec- 
tomy, while easily responded to when no complication 
is present, might prove too. great when the patient is 
already struggling against the shock from a severe 
and prolonged laparotomy. It was this consideration 
mainly, coupled with the conviction that transplanta- 
tion of the ureter to the abdominal wall was not 
quite as simple an alternative as it might seem, that 
led me a year or so ago to make the proposition of 
ligating or securing with a forceps the renal end of 
the ureter, and of tamponing that part of the abdom- 
inal cavity leading down to the seat of the injury. 
I reasoned that in a day or two the forceps could be 
removed or the ligature would part under pressure 
from the distended kidney, and the urine could then 
find its way along the tract of the tampon and a 
uretero-abdominal fistula become temporarily estab- 
lished. Acting on this suggestion, I have also thought 
that if any possibility existed of repairing the dam- 
age done to the ureter, it ought always to be attempted 
even if the chances of success are very small. The 
lumen of the urether being unobstructed in this case, 
and no pressure from distention following, as when a 
ligature has been applied, the danger of leakage is 
much diminished -and indeed, is not present before 
the tampon has effectively shut off the general peri- 



toneal cavity. It may be interesting to mention in 
this connection that Thornton once reopened the 
abdomen on the day after laparotomy, suspecting 
some lesion to the ureter, and finding it flooded with 
urine, fastened the cut ureter in the loin ; still no 
peritonitis supervened and the patient recovered 
entirely from nephrectomy done several month's 
later. 

In temporarily closing the renal end of the ureter, 
as I had suggested, are we running any additional 
risks for the patient ? My proposal at the time was 
based on the lack of any unfavorable symptoms fol- 
lowing accidental ligature in my first case, and upon 
the authority of no less an experimental pathologist 
than Cohnheim, who, after an experience of many 
ligatures in dogs, states that ligature of one ureter 
only is followed by no reduction in the quantity or 
change in quality of the urine secreted by the animal 
In the second case I have given my reasons for assum- 
ing that the ureter wasat no time completely shut off. 
But I have since then, in a case of sacral hysterec- 
tomy, tied the ureter and cut it intention^ly and 
have watched for symptoms, but have observed none, 
excepting a very much diminished secretion of urine, 
the importance of which I do not wish to underes- 
timate. Theoretically, several complications might 
arise from the ligature, viz.: ursemic intoxication, 
renal colic, and suppression of urine in the other 
kidney. Of the first of these possibilities I have no 
great fear. But such has been expressed to me per* 
sonally by others, and in the late edition of one of 
our standard text-books of gynaecology I find the fol- 
lowing statement in reference to ligature of the 
ureter during operations : " The patient usually died 
of ur»mia from retention of urine in the kidney of 
that side, or recovered with a fistula," etc. When 
the ureter is firmly occluded the kidney will secrete 
urine and expand its own pelvis until the secreted 
fiuid stands under a certain pressure (far less than 
the blood pressure) when the kidney will cease to 
secrete. Then absorption begins, chiefly of the watery 
element of the urine. Assuming that the other }cid- 
ney continues in its normal function, there is no 
combination of secretion and reabsorption that I can 
imagine which could lead to a fatal issue. 

Regarding the second possibility — renal colic — ^my 
personal experience is decidedly negative. In none 
of the cases referred to have the patients complained 
of pain at the site of the affected kidney, nor has 
later examination of the two patients that recovered 
elicited any statement'in this direction. My clinical 
observations are not isolated ones. Billroth, for 
example, in the publication of his case, asks for an ex- 
planation of the fact that his patient suffered no such 
severe pain in the region of the kidney as generaliy 
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follows ligature of the ureter. Gasserow^ in bis 
case, speaks of severe colicky pains in the region of 
the kidney on the second and third days after opera- 
tion, but explains the lack of symptoms of renal 
retention in some cases^ as the result of the loss of 
blood during the operation and the consecutive low 
blood-pressure — a very-acceptable theory indeed. It 
explains at the same time, the continuance of secre- 
tion of urine from the sound kidney, and the arrest 
of such secretion into the pelvis of the kidney with 
ligated ureter at a stage of very slight distention. I 
have found no other cases of ligature of the ureters 
in which severe symptoms of renal retention were 
observed, but these cases are in themselves very few. 
At all events, it appears evident that the patients 
often sufEer no inconvenience from temporary occlu- 
sion of the ureter. From a study of some of Guyon's 
late articles relative to this subject, I am, however, 
convinced that under ordinary conditions, ligature of 
the ureter will produce the symptoms of renal reten- 
tion. 

The possibility of suppression of urine following 
ligature of the ureter seems to me to include a great 
element of danger. I think my case of sacral hys- 
terectomy can lay claim to almost the value of an 
experiment in this direction. On the first two days 
the amount of urine secreted in twenty-four hours 
was only a few ounces. On the third day, when the 
ligature of the ureter gave way, twenty ounces were 
passed by the bladder and much urine flowed from 
the wound into the dressings. This is entirely in 
accord with what we know about impaction of a cal- 
culus in one ureter alone. Leguen has found thirty 
cases of anuria from this cause. The interesting 
case of Godlee, of suppression and urssmia, which 
ended fatally, is well known. There is no reason 
why a firm constriction of the ureter by a ligature 
should not give rise to the same reflexes that an im- 
pacted calculus occasionally excites, leaving out of 
consideration, for the moment, whether such reflexes 
are of ureteral or renal origin. Why they should 
now and then be present, at other times missing, is 
still, I think unexplained. At all events the apparent 
danger of this procedure would lead me to modify 
somewhat my former proposal. If for any reason 
repair of the damaged ureter or transplantation of its 
renal* end were advisable, I would not risk placing a 
ligature on the latter, but should close it by an in- 
strument that I could conveniently remove in case 
of necessity. From what I have observed, I do not 
believe that the latter would arise before the peritoneal 
cavity had been shut ofE by adhesions due to the 
simultaneous introduction of an iodof orm-gauze tam- 
pon, a precaution which ought not to be omitted. 
— ^N. Y. Med, Journ. 



THE MODEEH TEEATMENT OF TUBEEOULOSIS OF 
THE J0IHT8. 



By Prof. Kcbnig, Gcettingen. 

Our knowledge of chronic diseases of the joints has 
been considerably extended during the last twenty 
years, and the discovery of the tubercle bacillus was 
the flnal link in a chain of facts pointing to the 
tuberculous character of these affections. Our treat- 
ment has not made as rapid progress, and opinions at 
the present time are still much divided on this sub- 
ject. 

What is meant by cure in cases of bone and joint 
tuberculosis? In only one-fifth of all cases is the 
joint-tuberculosis the sole disease, and in four-fifths 
other diseases co-exist. The tuberculosis of the joint 
is a metastasis of other diseases. An actual cure 
could only be obtained by elimination of all disease 
foci. 

The aim of the surgeon is to remove the local 
lesions. We endeavor to remove the tuberculosis 
radically by surgical measures, most effectually by 
amputation, less surely, by extirpation of the diseased 
joint (resection, local removal of the diseased 
parts plus extirpation of the capsule). Less reliable 
measures are removal of the diseased osseous areas 
from the articular ends of the bonjM and curettement. 

In contrast to these radical local measures, we have 
a series of procedures which aim to remove the exter- 
nal functional phenomena of tuberculosis. Whether 
these are capable of effecting a cure is not known ; 
with many of them the cure is not real, the disease 
simply being rendered latent. 

What is the value of, first, the radical local cure 
effected by the knife ; second, the removal of the 
symptoms by intra-articular injection, or functional 
physical treatment. 

It is easily understood that the recognition of the 
tuberculous character of these affections at a time 
when antisepsis was gaining ground, advanced the 
operative treatment of joint tuberculosis to the first 
place, the more so since the efficacy of resection in 
restoring the functions of the joint was over-estim- 
ated. The outcome of these views was the so-called 
early resection, a resection without diagnosis, without 
certainty of a cure. After this exaggeration in the 
practice of resection came the reaction. Surgeons 
recollected cases of joint tuberculosis cured without 
operation by connective tissue contraction and by 
encapsulation. The means sought to bring this about 
were essentially physical (extension, pressure by band- 
ages and compressers, and immobilization of the 
joints by plaster of Paris. By these means almost 
one-half of all cases of these diseases can be cured. 
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The author usually treats cases of coxitis in young 
persons in this manner. By extension he removes the 
contracture, then applies a plaster dressing, which 
is renewed, while contractures that have occurred in 
the meantime are rectified. This treatment is con- 
tinued until the joint has become painless and useful. 
Joints cured in this manner are better than those 
which have been resected. 

In some cases a cure cannot be thus brought about. 
These are cases characterized by severe osseous lesions^ 
abscesses, and white fungus, and also certain cases of 
severe hydrops tuberculosis. Some of these patients 
can be cured by injection of iodoform into the joint ; 
according to Eoenig's observation, about 30 per cent, 
are cured. If no real improvement sets in after four 
or five injections, the procedure should be given up. 

Among 410 cases of tuberculosis of the hip-joint 
observed during the last fifteen years, about one-half 
were treated by conservative methods— extension, 
plaster of Paris dressings, iodoform injections, open- 
ing of abcesses ; in about 250 cases resection was per- 
formed, with a mortality of 19 per cent. 

Operative procedures are indicated, first, in cases 
which resist the above-named measures ; second, in 
severe forms going on to abscess formation and 
caseous degeneration ; third, in se zere osseous tuber- 
culosis. 

An important question is the diagnosis of severe 
processes taking place in the bones. It is probable 
that these result from embolism of the nutrient 
arteries of the bone, and hence they occur at typical 
places. In children their localization is especially 
dependent upon the development of the epiphysis. 

What are the radical operations ? In a certain group 
of cases amputation is indispensable (great extent 
of the disease, suppurative of the tubercular processes, 
co-existence of renal or hepatic disease). It is doubt- 
less the cleanest and most certain of local radical 
operations, and often has an excellent effect upon the 
general health of the patient. Amputation, however, 
should only be resorted to in exceptional cases. The 
typical operation for these diseases of the bones and 
joints, is resection with extirpation of the capsule, 
and although the number of extirpations of the cap- 
sule has been diminished, they are still quite frequent 
and their results, in part, are excellent. According 
to the statistics of Koenig's clinic, among 100 resec- 
tions of the knee-joint, performed on persons from 
twenty to sixty-six years of age, there were six deaths 
immediately after operation, six during the following 
months, and sixty-four cures ; sixteen cases remained 
unimproved, and in eight amputation was performed 
with good result. In 1888, seventy of the cases oper- 
ated upon since 1876 were heard from. Forty-four 
were still healthy, twenty had died of tuberculosis, 



and six still had fistula. KoBnig does not advise 
radical operations like those of Bardenheuer- 
Schmidt. Unfortunately, removal of a disease focus 
from the end of the bone before infection of the joint 
has occurred is frequently not sufScient. If it ia 
possible it constitutes a radical operation. Extirpa- 
tion of the capsule alone, without removal of the end 
of the bone, is also an uncertain procedure. 

In the discussion which followed the reading of 
this paper before the German Surgical Associatiom, 
Dr. Bardenheuer stated that after a typical resection 
of the hip he always fixed the thigh for a period of 
fourteen days, in a position of complete abduction. 
He denied Koenig^s statement that after resection of 
the acetabulum the position of the leg becomes the 
same as in iliac luxation. It must be determined 
whether there is a primary tuberculosis of the aceta- 
bulum, or primary tuberculosis of the joint with 
secondary involvement of the acetabulum. If, in 
the former case, the tuberculous focus be situ- 
ated at the inner side of the acetabulum, the aceta- 
bulum must be resected. Dr. von Bergmann was 
favorably impressed with the iodoform-glycerine 
injections. It is only in cases of repeated abscess 
formation and fever that he gives the preference to 
surgical measures. The injection treatment is espec- 
ially useful in tuberculosis of the knee-joint. Among 
36 cases treated in 1891, 31 were cured by this 
method. While formerly Bergman performed from 
30 to 40 resections of the hip during one year, he has 
since 1891, found it necessary to operate only in 
eleven, and this is attributable to the injection method 
which causes a rapid disappearance of the disease. 
Early resections have been discarded by him. Dr. 
Kuester emphasized the importance of taking under 
consideration the age of the patient in the selection 
of the form of treatment. He has been greatly 
pleased with the iodoform injections. Within the 
last few years he has resorted to resection of the hip 
in only three cases. Whether mechanical treatment 
is sufficient depends upon the age of the patient, the 
effect of the injections upon the pains and general 
health. If the injections prove useless, the patient 
may be treated by expectant methods until his fif- 
teenth year ; from the fifteenth to the fortieth year 
resection is to be considered, at a later age, amputa- 
tion. Dr. Scliueller believed that hip-joint tubercu- 
losis is usually of synovial character, and that 
mechanical treatment has been over-rated. Dr. Koch 
has treated 367 cases o^ joint tuberculosis during ten 
months; in 100 the hip-joint was affected and in 167 
the knee-joint. His results from operative measures 
were better than those from mechanical treatment. 
Dr. Schleich has found that fats and fatty substances, 
like vaseline, exert a favorable effect upon tuberculosis 
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and reoommends yaseline as a local remedy against 
tabercnlosiB. Dr. von Bardeleben said that disease of 
the acetabalum had an unfavorable inflaence upon hip 
joint resection. — CentralbL f. Gkirurgie, Angnst 18^ 
1892. 



THE TEEATHENT OF BUBV8. 



THE OPERATIVE TBEATMENT OF OOHOEHITAL DIB- 
LOOATIOH OF THE EIF. 



By Pbof. a. Lorenz. 



Hofla was the first to devise a scientific method of 
operation for congenital dislocation of the hip. His 
operation consisted in exposure of the dislocated 
femoral head by Langenbeck's posterior incision^ fol- 
lowed by snb-periosteal separation of the capsule and 
of all the tendons inserted in the trochanter major 
and minor. The femoral head is thereby mobilized 
to such an extent that it can be lifted away from the 
ilinm, the acetabulum is rendered accessible^ and it 
becomes possible to form a new joint cavity for recep- 
tion of the dislocated head. Lorcnz has operated in 
one case by this method and found it very difficult to 
draw down the head and restore it into the acetabu- 
lum. He also observed that it is not the peri-tron- 
chanteric muscles which act as the chief obstacle to 
reduction^ but rather the shortening -and tension of 
the muscles inserted in the tuberosity of the ischium^ 
the semi-membranosus, semi-tendinosus and biceps. 
Lorenz rejects this method of operation and ad- 
vises that the articular cavity be formed before the 
dislocated head is reduced. He effects reduction by 
myotomy of the muscles attached to the tuberosity 
and spine of the ischium and of the adductors. His 
plan is as follows: 

After vigorous extension and counter-extension, 
the adductors are divided subcutaneously. Through 
the same incision the muscles attached to the tuber- 
osity of the ischium are separated at their insertion. 
While extension is being kept up a cutaneous incision, 
six to seven centimetres long, is made from the 
anteriar superior spine of the ilium in an outward 
direction. The muscles attached here are divided 
and the anterior portion of the capsule exposed. 

After opening the joint the articular cavity is ren- 
dered accessible by luxating the head, and the cavity 
is deepened. The head is then drawn down by slight 
extension and implanted in the acetabulum. After 
closure of the wound, the leg is fixed in a position of 
adduction. 

Four cases are reported by Lorenz, in which this 
procedure was employed with success. The advant- 
ages of this method over Hoffa's are that it may be 
resorted to at any age and is less severe. — CentralbL 
/. Chirurgie, No. 31, 1892. 



By Db. von Bardeleben, Berlin. 



Since 1889, all eases of recent burns coming to Prof. 
Hahn's clinic at the Berlin City Hospital have been 
treated with a diy bismuth dressing in the following 
manner. After thorough cleansing o{ the burned 
areas (which is usually difficult because most patients 
have previously applied liniments of lime water) the 
parts are irrigated with solutions of carbolic or 
salicylic acid (three per cent.). Corrosive sublimate 
is not resorted to because of the pain attending its 
use. After complete removal of blebs, under antisep- 
tic precautions, the entire area of the bum is covered 
with finely powdered subnitrate of bismuth. Over 
this is applied a dressing of Brunts cotton, the upper 
layers of which are to be renewed when the dis- 
charges have soaked through, the lowermost layer not 
being removed. 

This dressing has been more or less modified in the 
course of years. It was found that much bismuth 
was lost by insufflation, and to avoid this even layers 
of cotton were sprinkled with the drug and thus 
applied. This procedure occupied too much time, 
but a satisfactory dressing was finally obtained by 
rubbing equal parts of bismuth and starch into gauze 
bandages — ^a stock of which can always be kept at 
hand for emergencies. This dressing was found to 
fulfill all the conditions for antiseptic wound treat- 
ment. It may be allowed to remain for eight to 
fourteen days, and does not subject the patient to the 
annoyances and pain experienced under the "carron 
oil " treatment. 

In a few cases, as for instance in young children, 
it may be necessary to change the dressing more fre- 
quently. Bums in the vicinity of the joints may 
also require more frequent renewal of the dressing. 
The larger dressings are usually soaked in warm 
water before removal. In cases of burns of the 
face it is sufficient to cover the affected parts vrith 
bismuth powder after disinfection and opening of 
the bull». The crusts are removed in from eight 
to fourteen days with vaseline or ointment, and 
cicatrization is usually found to have taken place. 
Conjunctivitis is treated with lead water, boric acid, 
sulphate of zinc. Transplantation according to 
Thiersch's is occasionally required, the same dress- 
ing being employed. In cases of extensive bums, 
when it seems probable that healing might occur 
without transplantation after removal of the first 
dressing, boro-glyceride lanolin is applied in place 
of bismuth. 
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BarnSy resulting from corrosiye acids are treated 
with remedies neatralizing the destructive effects of 
the acid. Thus, for instance, burns from sulphuric 
acid are treated with lime water (without addition 
of oil) bums from alkalies by irrigation with vinegar 
before application of the bismuth dressing. All burns 
around joints require early resort to passive move- 
men tc; and massage to prevent ill results. — Deutsche 
MedicinUche Wochenschr,, June 8, 1892. 



ABSOESS OF TEE LITER. 



In an instructive and exhaustive paper on this sub- 
ject, based upon a study of one hundred and eight 
cases collected from various sources, Prof. W. 0. 
Dabney, presents the following conclusions: 

1. Hepatic abscesses rarely occur as a result of 
injuries or diseases of the bones or other parts of the 
body, except those directly connected with the portal 
system of veins, or immediately adjacent to the liver. 

2. Ulceration of the bowels is a common cause of 
hepatic abscess, but neither the morbid changes nor 
the symptoms are those of simple dysentery. It is 
probable that in most cases, at least, when the 
hepatic abscess is due to dysentery, the latter disease 
is amoebic in character. 

3. An hepatic abscess may appear in two weeks 
from the commencement of the dysenteric attack, 
but the usual time is from four to twelve weeks. It 
is impossible to say how long a time must elapse after 
an attack of dysentery before all danger of hepatic 
abscess is past. 

4. Abscesses originating in the bile-ducts, and 
those due to injuries of the liver itself, seem to be of 
comparatively rare occurrence. When due to injury 
the abscess usually appears in a few days. 

5. Abscesses appearing in connection with general 
septicsemia or pyaemia, are probably nearly always 
multiple in number and small in size, but in rather 
more than half of all other cases the abscess is single 
and comparatively large. Abscesses due to gall-stones, 
however, are usually multiple. 

6. Aspiration occasionally fails to reveal an hepatic 
abscess, because the needle may fail to enter it, or the 
contents of the abscess may be too thick to flow 
through the needle. 

7. There are no means of determining with cer- 
tainty the presence or absence of adhesions in a given 
case ; pain, tenderness, and oedema over the seat of 
the liver, suggest the presence of adhesions, but are by 
no means certain proof of their existence. Even the 
up-and-down movement during respiration of a 
needle inserted into the liver is not a conclusive proof 
that adhesions do not exist, as was shown by a case 
recently under my care- 



8. Of the symptoms and signs of hepatic abscess — 
pain, tenderness, and swelling in the hepatic region 
are by far the most important. Fever is present in a 
large proportion of cases, is intermittent in character, 
and except in pysemic cases, rarely rises above 102.5° 
or 103^. Jaundice and ascites nearly always denote 
the presence of dense adhesions or gaU-stones-. 
Dyspnoea and cough are frequently present. 

9. It is doubtful whether absorption of the con- 
tents of an hepatic abscess ever occurs; bursting is of 
frequent occurrence, the most usual direction being 
into a bronchus or the pleural cavity. Under expect- 
ant treatment death occurs in a large proportion of 
cases before bursting. 

10. With respect to treatment, free incision and 
drainage give far better results than any other mode. 
The results of aspiration are rarely satisfactory, nor 
is aspiration itself entirely free from danger. — Ameri- 
can Journal of the Medical Sciences, 



OPEEATIOH FOE WBT-HEOK. 



By- Dr. Pearcb Gould, London. 



A lady, aged twenty-eight years, waj" brought to me 
in August, 1885, by the late Dr. Troutoeck, for very 
troublesome spasm of the left stemo-mastoid -nuscle. 
She first experienced trouble in the neck eight years 
before, soon after the death of a near relative ; the 
jerking of the head had persisted ever since, gradually 
getting worse. The patient was a tall, thin girl, and 
delicate looking. There was no history of fits; she 
had had facial neuralgia, but not severe migraina 
The spasm appeared to be entirely limited ta the left 
stemo-mastoid muscle, and was so severe and constant 
as entirely to preclude the patient from mixing in 
society, and at night it was some time before she 
could get to sleep. Dr. Angel Money applied the 
constant current to the muscle on nine occasions, but 
with no benefit ; indeed the spasms appeared to be 
increased in severity. So on September 10, 1885, with 
Mr. Hudson's assistance, I exposed the spinal acces- 
sory nerve by means of an incision along the antenor 
border of the upper part of the stemo-mastoid mus^ 
cle, intending to stretch it and excise a considerable 
portion. In stretching it from the central end I felt 
the nerve gradually give way, and I pulled out a long, 
slender nerve from the jugular foramen an d excised 
four inches and a half of it. No special symptoms 
were noticed from the tearing of the nerve roots. The 
wound healed without complication, and the patient 
returned home on September 23d. She called on me 
September 8, 1886. * She was then in much better 
general health, her head was held erect and was quite 
steady. She could turn it freely to the left and about 
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lialf the distance to the right, and she was gaining 
power in it. The left sterno-mastoid muscle had 
completely atrophied, and the cervical portion of the 
left trapezius muscle was markedly snlaller than the 
right. The patient was able to again mix in society, 
and was much pleased with the result of the operation. 
A year later (October, 1887) Dr. Troutbeck saw her 
and reported to me that she was ''quite well, except 
for occasional fatigue felt in the neck ; no jerks. ^' 

The satisfactory result of this operation was, in my 
opinion, chiefly due to the fact that the spasm was 
limited to the one muscle — the sterno-mastoid. I 
have on two subsequent occasions intentionally re- 
moved the central end of the spinal accessory nerve in 
the same way for spastic torticollis. The operation 
is quite a simple one, the delicate roots of the nerve 
rapture and a long tapering filament is drawn out 
from the spinal canal. These two cases were treated 
last year, and it is too early to pronounce with cer- 
tainty upon the result of the operation in them. 
— Lancet. 

EZaEPnOITAL YAAIETIE8 OF HERH lA. 



By Dr. Du«ar, Lille. 



The following facts furnished the starting point of 
M. Dnbar's work. 

A man, sixty-eight years of age, had been suffering 
for twenty years from a right direct inguinal hernia, 
the result of a strain. This hernia never descended 
further than the upper part of the scrotum, and the 
patient had always been able to reduce it, until the 
last time when symptoms of strangulation developed. 
When Dr. Dubaor was called, the hernia was of the 
size of a hen's egg, being situated at the inner side 
of the groin, and presenting two lobes. The external 
lobe, the larger of the two, w&s resonant and redu- 
cible; the internal lobe was firmer, flat on percussion, 
painful and irreducible, presenting within and below 
the external orifice of the inguinal canal, behind the 
spermatic cord. The vas deferense was stretched 
like a rope over the superficial part of the tumor. 

The tumor was evidently composed of two parts — 
one^ external, containing a portion of small intestine, 
and reducible ; one, internal, situated higher up, 
containing a portion of small intestine, irreducible 
and strangulated, no doubt, at the point of communi- 
cation. 

Dr. Dubar opened the external sac, and found the 
intestines normal, but impacted firmly internally in 
the opening. A careful dissection was made, and a 
piece of intestine, five to six centimetres in length, 
folded on itself and tightly held, was disengaged, and 
as it showed no apparent lesion, it was returned into 
the abdomen. Recovery was uneventful. 



The orifice of communication between the two sacs 
had the shape of a vertical slit, the upper end of 
which was connected with the external inguinal ring 
by a fibrous adhesion, the remaining portion having 
a certain amount of mobility. The internal sac waA 
evidently a diverticulum from the external one. — 
Bulletin de VAcademie de Medicine. 



A OASE OF GUlSrSHOT WOUHD OF THE BFLEEF. 
STJTUEIirGOFTHEDIAPHEAOM. EEOOVEET.* 



By B. L. James, M.D., Blue Island, Ills. 



On February 24, at about 9 a. m., patient C. T., 
German, aged 22, while pushing gun through wire 
fence, breech first, accidentally discharged both bar- 
rels into his left side. The accident occurred six 
miles in the country and it was 8 p. m., before the 
messenger arrived for surgical aid. 

I reached patient about 9 p. M., and on examin- 
ation found that the loads had entered just anterior 
to axillary line on a level with the ninth and tenth 
ribs, emerging posteriorly a little above the point of 
entrance and on a line with the outer margin of the 
scapula. 

The friends of the patient had filled the wound 
with cobwebs and straw from a neighboring bam 
with a view to controlling the hemorrhage. On re- 
moving these, together with the blood clots, it was 
found that segments of the ninth and tenth ribs 
had been entirely blown away by the discharge. A 
rent^ was visible in the diaphragm, through which 
the lacerated upper and outer margin of the spleen 
protruded, together with a part of the omental 
fringe. Patient's general condition at this time 
was fairly good and he suffered little pain, except 
when moved. He was placed under ether anesthe- 
sia for further exploration and treatment. The 
wound was thoroughly cleansed of the fragments of 
glothing, wadding, etc., and all shreds of lacerated 
tissue carefully t9*immed away, the splintered ends of 
the ribs clipped off with bone forceps and ends 
smoothed with bone curette. The protuding omen- 
tum was ligated with chromic gut and cut away,, 
stump thoroughly irrigated with warm sterilized 
water and returned to the peritoneal cavity. 

On examination of the spleen, it was found that 
the laceration was about 1^ inches in length and at 
its bottom were found three fragments of the shat- 
tered ribs imbedded in the splenic pulp. These wero 
removed, together with a portion of felt gun wad- 
ding, and the laceration thoroughly irrigated with 

*Read before the Alumni Assooiatlon of the College of PhyaioianB and 
SurgeoDB of Chicago, March 28, 1898. 
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1-6000 bichloride; The splenic wound was approxi- 
mated to the wound in the diaphragm and carefully 
sutured in position by No. 8 silk, passing through 
both diaphragm and splenic capsule in such a man- 
ner as to close both wounds and thus prevent secon- 
dary infection of the peritoneal sac. The external 
wound was again thoroughly irrigated and packed with 
iodoform gauze and covered with bichloride dressing. 
The following afternoon the patient^s temperature 
was 101.6° F., pulse 110, and he complained of pain 
in the lower abdomen and developed slight tym- 
panites. On the third day^ temperature was 99^ and 
all peritonitic symptoms had disappeared. From 
this time on, improvement has been uniform, pro- 
gressive and rapid. Granulations sprang up rapidly 
and at present, all that remains of the wound are 
two healthy granulating ulcers marking points of 
entrance and exit of the charge. At no time has 
there been any appearance of pus in the wound nor 
have there been any septic symptoms. At present, 
the patient is up and about the house and is rapidly 
regaining health and strength. — Chicago Med. Re- 
corder, May, 1892. 



CASE OF BEMOYAL OF A GLASS BOS FBOM THE 
PERITONEAL OAVITT OP A WOMAH- 



By W. Gill Wylie, M.D. 



Miss J , aged twenty-five; family history is 

good. Previous history good, except for some trouble 
with kidneys in 1885. Menstruation always regular 
and painless up to October 18, 1891, and previous to 
that time had only a very slight leucorrhoea. Be- 
came pregnant after October 18, 1891, and on 
November 29th, during the morning, she introduced 
a glass rod, about six and a half inches long and 
about a third of an inch thick, having one smooth 
and one rough end, into the os uteri. She had con- 
siderable difficulty in doing this, but by sitting up 
and depressing the posterior wall of the vagii\^ she 
could distinctly feel the cervix and the os uteri. 
After several efforts the smooth end was introduced 
and finally it slipped in so far that, though she could 
feel the outer end, she could not grasp it. There was a 
little flow and some pain, but she walked around 
(luring the day as usual. That night she had a pain 
on the right side of the uterus when she lay down. 
The next day she went to work as usual, but had a 
filight flow in the afternoon. On lying down or sit- 
ting down the pain in the right side was increased, 
but it subsided while walking. On December 1, 

*Read at the March meeting of the Northwestern Medical and Sur- 
gical Society of New York. 



1891, she had a physician examine her, but he said 
the uterus was movable and that there was no rod in 
her. She went about as usual, but the pain contin- 
ued. On January 10, 1892, she miscarried, and, on 
account of hemorrhage following, she called a phy- 
sician, who tamponed her that night, but removed it 
the next day. She remained in bed for a week', 
then went back to work. When she got up from 
the bed she noticed a lump on the right side, and 
when she pressed upon it she had a cutting pain in 
the left groin. She consulted me at my office on 
January 21st. She then had a very foul vaginal dis- 
chai'ge. I sent her to my hospital, and had vaginal 
douches given till the odor was subdued. She was 
given ether on January 27th, and the uterus and its 
appendages were found somewhat fixed, and I 
thought I could feel the rod in the left iliac region. 
My assistants examined, but were uncertain ; and 
when I examined again I did not feel the rod with 
certainty, and said that it had been displaced. On 
opening the abdomen the peritoneum was found con- 
gested, and there was much muddy serum, slightly 
tinged with blood, in the cavity. After breaking up 
the adhesions about the appendages the bleeding 
from the adhering left tube was so free and its lumen 
so obliterated that it was removed along with the left 
ovary. While feeling around on the left side, where I 
thought I had felt the rod, I found a thickening as 
if the rod had been embedded ; following up this in- 
dication the rod was found in the left lumbar region. 
In looking for the point through which the rod had 
reached the abdominal cavity, I decided that it 
was just posterior to the junction of left tube with 
the fundus of the uterus. No pear could be found in 
the vagina. The patient took a douche of ''sixty 
drops of carbolic acid to the quart of water,'' the 
night before she introduced the rod. She had some 
fever after entering my hospital before, but not after, 
laparotomy. She had intense pain when the bowels 
moved before the operation, but has no pain now, 
and is as well as usual. — Medic* Record. 



The Consenrative Treatment of Tuberculo- 
sis of the Joints. — Dr. A. Biei-'s treatment is based 
upon the pathological fact that a congested lung 
possesses an immunity against tuberculosis. Upon 
the same principle he has made experiments in tuber- 
culosis of the joints by the i)roduction of an artificial 
hyiDcraemia. The limb is bandaged firmly from below 
to within a short distance of the affected parts and 
above a rubber tube is applied. To prevent over- 
pressure the tube is covered with cotton. Under this 
treatment the majority of twenty cases were rapidly 
and markedly improved. — Centralbl.f. Chirurgie, 
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Pylorectomy — Dr. Doyen recently reported two 
i of pylorectomy to the Paris Academy of medi- 
cine. In one of the cases, the pylorus was extirpated 
on acconnt of cancer. The operation of Billroth 
was performed. After removal of the cancer^ the open- 
ings in the stomach and duodenum were closed, each 
one separately. The continuity of the digestive 
tube was re-established at once by an anastomosis 
between the jejunum and the anterior surface of the 
stomach, which was incised in a vertical direction 
near the greater curvature. At the end of three weeks 
the patient commenced to digest solid food, and her 
oondition improved steadily. 

The second patient, a woman thirty-nine years 
old, was also operated for a cancer, but in this case 
the lesion was so extensive that after the extirpation, 
nothing remained of the stomach but the large 
cal-de-sac, the section beginning at the lesser curva- 
tnre near the cardiac orifice and extending to the 
greater curvature at a right angle to the long axis 
of the organ. After closure of the wound, the 
capacity of the stomach was reduced to that of a 
tube. In this case the lower end of the line of 
sutures was united to the jejunum A single point 
of suture became somewhat necrosed toward the 
ninth day, when recovery seemed certain, and peri- 
tonitis set in and produced death. — Bulletin de 
f Academie de Medicine. 



Resection of the Trigeminus within the 
Cranial Cavity. — Dr. F. Erause reported to the late 
German Surgical Congress a case where the second 
branch of the trigeminus had been resected in the 
spheno-maxillary fossa. Owing to a recurrence it was 
decided to resect the nerve in the cranial cavity. A 
flap consisting of skin, muscle, periosteum and 
bone, with base below, was formed in the temporal 
region. After retraction of the flap the dura was 
exposed and separated from the bones, and the finger 
was then introduced as far as the foramen rotundum. 
To expose the third branch double ligation of the 
middle meningeal artery was found necessary. The 
hsemorrhage following separation of the dura obscured 
the field of view, so that the operation was performed 
in two sittings. The wound was packed with iodo- 
form gauze, and five days after the first operation the 
brain was elevated with a spatula and the second 
branch grasped with a strabismus hook and resected 
to the extent of one-half centimetre. Healing ensued 
promptly and the neuralgic pains had been absent for 
several months. — Oentralbl. f, d. gesammte Therapie^ 
September, 1892. 



Gonorrhoea in Female Children. — ^Dr. Oohen- 
Brach, concludes as follows, on this subject. — 1. 
The afiFection known as vulvo-vaginitis in littlo 
girls, which is attended with a purulent discharge 
from the genitals, is usually a gonorrhoea. 2. Thia 
disease which is characterized by the presence of 
numerous gonococci, arises frequently as the re- 
sult of indirect infection, although direct transmis- 
sion by sexual intercourse is not rare. 3. The ure- 
thra is the typical seat of gonorrhoeal inflamma- 
tion, because its external outlet is especially exposed 
to infection. 4. With older children the vulva and 
vagina are afiFected to a less extent, so that the term^ 
vulvo-vaginitis, is less appropriate. 5. An extension 
of the gonorrhoeal process to the cervical canal, or 
further to the tubes and peritoneum, could never be 
observed with certainty, the cause of this being 
probably the firm occlusion of the external os. 6. 
On account of the rarity of this form of ^extension^ 
the prognosis of gonorrhoea in young girls is far 
more favorable than *that of the disease after puberty- 
The urethritis usually gets well spontaneously in a 
few months. Other complications such as vesical 
catarrh, arthritis, gonorrhoeal ophthalmia occasion- 
ally occur. 7. As regards treatment local applica- 
tion to the infiamed urethra have proved useless. 
The most rapid cure was obtained by cleansing the 
genitals and rest in bed, together with internal ad- 
ministration of balsams. — Deut. Ifedizin, Wochen- 
8chr. 



Operative Treatment of Compression of the 
Spinal Cord. — Dr. Urban, of Leipzig, has operated 
upon two cases of compression of the cord due to dis- 
location of the vertebrsd and followed by severe para- 
lytic symptoms. The method of procedure was as 
follows: 

On both sides of the spinous processes inc]sions,three 
to four cm. apart, were made down to the transverse 
processes, these being united at their upper or lower 
end by a transverse incision. The spinaJ arches com- 
pressing the cord were then removed with the chisel 
close to their junction with the bodies and the cutan- 
eous flap replaced and sutured. The disturbances 
disappeared in both cases. — Wien. Medizin. Presse, 
No. 37, 1892. 



Treatment of Divided Tendons.— In an 

instructive lecture on this subject. Dr. M. L. Harris, 
of Chicago, calls attention to the following points : 

1. The use of the sterilized silk suture. 

2. The particular method of applying the suture. 
An ordinary round sewing needle, so as not to cut 
the tendon fibers, is threaded with sterilized silk as 
fine as the requisite strength will permit. The ends 



Digitized by 



Google 



286 



The International. Journal ot Suboebt. 



of the tendon are cut square and the needle made to 
enter the end at its center, from before backwards, 
&nd a little to one side of the center laterally. Passing 
longitudinally up within the tendon, it emerges oa 
the surface from three-eighths to one-half an inch 
from the end and to one side of the mid-line. Cross- 
ing to the other side of the surface, the needle 
re-enters the tendon^ passes longitudinally down 
within it, and again emerges on the end at a point 
opposite to its first point of entrance. It is then 
passed through the other end of the tendon in exactly 
the same manner. It is then drawn tight until the 
ends of the tendon are in accurate apposition, tied, 
cut short, and the knot buried between the ends of 
the tendon. 

3. The principle of iuterposing a layer of tissue 
between the sutured tendon and the sutured skin, so 
the cicatrix will not be common to both structures. 
— Cfindnnati Zancei- Clinic, 



A Substitute for Senn's Plates.— Dr. yon 
Baracz has made experiments with plates cut from 
various regetables to replace the decalcified bone 
plates of Senn. He finally found that Swedish tur- 
nips were best adapted for this purpose. They are 
prepared in the following manner: 

A thin slice, about one-half centimetre thick, is 
cut from a fresh turnip, and then from two to four 
oval plates are cut from the middle of this. An 
opening is made in the center of each plate, the 
diameter of which is made to conform with the 
diameter of the bowel. To harden them the plates 
are kept for four d^ys in a one per cent, carbolic 
acid solution. The degree of firmness of the plates 
can be determined by drawing a linen thread through 
the edge. Experiments on dogs showed that the 
plates were completely digested in fifteen days. In 
an anastomotic operation for cancer of the Ipylorus 
the author employed the plates with perfect success. 
-^Centralblf. Chirurgie, June 11, 1892. 



Method of Covering Unpigmented Spots in 
the Skin after Burns, etc.— Dr. E. Paschkis (Jfe^;. 
Neuigkeiteriy No. 26, 1892) employs the following 
procedure to coyer over unpigmented spots or scars 
following bums : A mixture of sulphate of baryta, 
yellow ochre and water, of the color of the skin, is 
made and laid on in a thick layer. This is then tat- 
tooed into the skin by means of an instrument con- 
taining from three to five well-disinfected needles. 
In this manner he has succeeded in coloring ugly 
vaccination marks and spots left after burns the color 
of the surrounding skin. — Cincinnati Lancet Clinic. 



A New Method of Skin Grafting.— This is 

thus described by its originator, Ereberto Aievoli. 
An animal with well developed testes is castrated. 
The organs are washed in the usual salt solution and 
then out in thin sections, which are placed in a salt 
solution. The granulation surface, after being 
cleaned, is covered with small pieces of the testicle,' 
these being placed one or two centimetres apart. 
An antiseptic dressing is then applied. Gk»od results 
are claimed, which Aievoli thinks are due to the 
marked biological activity of the implanted cells. In 
experimentation he used sections of the salivary and 
mammary glands and the testes. — Boston Medical 
and Surgical Journal, July 21, 1892. 



Laryngectomy.— Dr. J. Solis-Cohen, reports a 
successful case of laryngectomy for cylindrical epithe- 
lioma involving the arytenoid and thyroid cartilages 
as well as the soft* parts. The patient had suffered 
from dyspnoea for nineteen years, and in 1876, Dr. 
Lefferts had removed a large papilloma by intra- 
laryngeal procedures which relieved him greatly for 
ten years. About one year ago> he became very 
much worse, suffering from great dyspnoea, marked 
pain, cough and expectoration* A preliminary tra- 
cheotomy was performed, but it was found impos- 
sible to remove the growth by intra-laryngeal opera- 
tions. The external tumor was then excised, the 
larynx split and every portion of the internal growth 
removed, the parts being afterward scraped thoroughly. 
Recurrence took place in four weeks and soon the 
tumor had attained more than its original size. La- 
ryngectomy was therefore resorted to. There was a 
good deal of difficulty in the operation owing to the 
cicatricial tissues and other changes of structure and 
relations of parts which had resulted from the pre- 
vious operations. The incision was made everywhere 
through healthy structures. The diseased skin and 
enclosed morbid mass were circumscribed by ellipti- 
cal incisions in sound skin joining a vertical incision 
from the hyoid bone above and region of the tra- 
cheal canula below, and then a transverse incision 
was made at the level of the hyoid bone so as to 
make a T-shaped incision and two lateral flaps. 
The incision was carried down to the periosteum, 
and the soft parts were then separated with AUis's 
dry dissector, which answered admirably. During 
this time ansBsthesia was carried on by chloroform 
through the tube by means of a funnel and an 
India-rubber tube. When the larynx had been 
separated from the soft tissues, the ordinary canula 
was removed and a tampon canula inserted, to 
prevent, as much as possible, any entrance of blood 
into the air-passages. For this purpose the von 
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Trendelenburg canula was used. An hour or two 
before the operation, a piece of ordinary surgical 
sponge was moistened and secured around the canula^ 
and oyer this was tied a bulbous India-rubber tube. 
The patient's head was lowered as soon as this canula 
was introduced, and ansesthesia was subsequently 
kept up through the tampon cahnla, which leaked a 
little, despite all efforts to prevent it. The epiglot- 
tis being healthy, an incision was made through the 
hyo-epiglottic membrane and the epiglottis cut 
square off. The larynx wals then tilted forward. 
The entire oesophagus was saved, instead of severing 
it at the level of the cricoid cartilage. The operator 
was able to strip the oesophagas and the mucous 
membrane from the tips of the arytenoid cartilages 
and larynx down to the base of the first ring of the 
trachea without perforating it. The larynx, with 
the first ring of the trachea attached to it, was then 
seTered from the trachea, and the trachea was 
sfciched to the skin in two flaps, formed by the sides 
of the original tracheotomy incision, which had em- 
braced the second and third rings. The soft parts 
were then brought loosely together with sutures 
without any dressing in the pharynx ; and a small, 
soft rubber stomach-tube was inserted into the 
stomach through an opening left in the upper por- 
tion of the dressing. This was inserted, thinking 
that there might be a necessity to use it for introduc- 
ing nourishment; but it was found unnecessary, 
and it did some harm. An hour has been occupied 
in the whole procedure — ansBsthetization, operation 
and dressing. — Maryland Med, Jour,^ June 16, 
1892. 



Chronic Rheumatic Affections of the Joints. 

— Dr. SchuUer, of Berlin, distinguishes three forms : 

1. Cases in which there is a formation of small 
nodules and fringes, especially in the folds of the 
synovial membrane. 

2. Oases in which, besides the formation of fringes, 
there is involvement of the cartilage, and develop- 
ment of large tumors. 

3. Oases in which anchylosis is developed. — Wien, 
Med, Fresse, No. 37, 1892. 



Treatment of Foreign Bodies in theBrain.— 

Dr. Luhn ( University Medic. Magazine) as the result 
of a study of 316 cases, formulates the following rules 
for treatment: 

1. Gentle probing to detect the presence of a 
foreign body. 

2. Eemoval of the fragments about the wound of 
entrance, and thorough disinfection of the latter. 

3. Avoidance of prolonged and elaborate search. 



should the bullet not readily be found. 

4. Thorough drainage and the application of a 
most careful antiseptic dressing. If there is any 
bleeding, this can be controlled by an antiseptic iodo- 
form gauze tampon, whioh will at the same time 
serve very well for drainage. 

5. Oontrol of encephalitis. by free bleeding from 
the external jugular. 

Over-Pressure in Children Causing: Brain 
Mischief. — J. A. Diggle, L.S.A., London, reports 
two cases which show the inadvisability of attem'pting 
to force children forward in schools without suffi- 
ciently considering their diiSerent individual capacity 
for learniiig. Both cases were very similar in the 
outset, but the first was the most severe, and in both 
the illness was first thought to be enteric fever. The 
symptoms consisted in fever, headache^ photophobia 
and slight deliriubi, vomiting and loss of appetite, 
and were promptly relieved by application of ice to 
the head and administration of bromidia (five drops 
every two hours). The author has found bromidia 
especially useful in such cases, as well as a very reli- 
able hypnotic. — The Hospital Gazette. 

Lateral Anastomosis of the Ileum for Malig- 
nant Stricture.— Dr. W.E. Ashton, of Philadelphia, 
reports a successful case of lateral anastomosis of the 
ileum for cancerous stricture by the use of the solid 
rubber ring. No irrigation of the abdominal cavity 
nor drainage was employed. He emphasizes the fol- 
lowing points : 

1. The necessity of frequently douching the seat of 
the operation with warm sterilized water to prevent 
the dangers of infection and shock. 

2. That rapidity in operating is of great importance 
for success. 

3. That early feeding by the mouth should be 
employed in all cases, especially in patients who are 
weak and exhausted. 

4. That early feeding by the stomach does not add 
to the dangers of leaking, as the parts are perfectly 
secure, if proper rings and additional sutures are 
employed. 

5. That an important factor in causing subsequent 
closure of the anastomotic opening is a direct union 
between the edges .of the incision. 

6. That the danger of subsequent closure of the 
artificial communication is materially lessened by 
using a steel punch in making the opening; by 
stitching the edges of the serous and mucous coats of 
the bowel together ; by placing the lateral sutures of 
the ring as close as possible to the margins of the 
incision ; and lastly, by making the anastomotic 
opening sufficiently long and of an oval shape. — Mary^ 
land Med, Journ. 
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Hydronaphthol in the Prophylaxis and 
Treatment of Cholera.— Dr, D. D. Stewart, of 
Philadelphia, suggests hydronaphthol as both a pre- 
yentive and as a remedy for the cholera, after several 
years' experience with this drug in intestinal affec- 
tions of bacterial origin. A remedy to be directed 
with effect against the contagion of cholera, should 
be a more or less ideal antiseptic ; it should be but 
slightly soluble and decomposable, yet a germicide 
in aqueous solution, and both non-toxic and non- 
irritant in doses snfScient to produce a germicidal 
action. It occurred to the author that hydronaph- 
thol would perhaps fulfil the desired indications. It 
has been fbund of signal service in intestinal affec- 
tions, especially those of bacterial origin. It is 
related to phenol, being, like it, a benzol derivative ; 
hence, presumably, cholera spirilla might also be 
vulnerable to it. It is but slightly soluble in aqueous 
solutions;, is non-irritant and non-poisonous, and 
does not readily undergo decomposition ; it would, 
therefore, be carried unchanged to the affected part 
of the bowel, even in moderate doses, without absorp- 
tion occurring. To determine its actual value as an 
antiseptic and germicide in cholera. Dr. Ohriskey, 
of the Laboratory of Hygiene, University of Pennsyl- 
vania, undertook some experiments as to its influence 
on pure cultures of comma-spirilla. It was found in 
a series of experiments that in solutions of a strength 
of 1 part hydronaphthol and 7000 parts nutritive 
culture-medium, the drug proved distinctly antisep- 
tic. It was also demonstrated that with a mixture 
of equal parts of a saturated aqueous solution of 
hydronaphthol and a bouillon-culture of this organ- 
ism, the drug was germicidal within five minutes. 
Dr. Stewart thinks we are likely to have in it a 
medicament of extraordinary value, for it has been 
actually demonstrated beyond question that a propor- 
tion as high as one to seven thousand has an un- 
doubted inhibiting effect on the development of the 
cholera-spirillum, and that a proportion of about 
one to two thousand exerted a prompt germicidal 
action. As one part to seven thousand equals abou 
a grain to the pint, or to the avoirdupois pound, and 
as the contents of the small intestine, when the 
latter in its entire length is thoroughly distended, 
cannot amount to more than nine or ten pints, it 
would follow that, under any condition, but ten 
grains of hydronaphthol, if in solution, would be re- 
quired to render the entire small intestine antiseptic 
against the comma-spirillum, preventing its develop- 
ment, while about forty grains, under similar condi- 
tions, would disinfect the intestine, promptly killing 



any spirilla present. Fortunately hydronaphthol is 
non-toxic in doses probably much larger than would 
be sufficient for the latter effect. In cases of simple 
diarrhoea, in dysentery, and in enteric fever, the 
author has frequently administered a half dram in 
the twenty-four hours, continuing this often for 
weeks, totally without effect other than beneficial, 
but he thinks it certain that doses much larger than 
these may be similarly uspd. As a prophylactic 
against cholera, when, from exposure, the disease 
seems imminent, hydronaphthol should be taken in 
doses of from eight to ten grains four times daily for 
three or four days, and, subsequently, in from five to 
eight grain doses with the same frequency. Thig 
amount will probably at once exert an antiseptic 
effect, and at the expiration of twenty-four hours, be 
germicidal. In early choleraic diarrhoea it should 
be used in quantities of ten grains hourly, or even 
half -hourly, until from one to two drams have been 
taken. Here it may be, and, indeed, by choice 
should be, combined with an opiate. — Medical Ifews, 
October 1, 1892. 



The CoUodium Cotton Dressing.— Dr. P. 

Biedert calls attention to the fact that collodium ad- 
heres more firmly to the skin when it is applied over 
a very thin layer of cotton. By the application of 
several layers of cotton and collodium, large areas of 
integument may be covered. In cases of small wounds^ 
especially those of the hands, this dressing is very 
useful. It may also be employed to hold moist dress- 
ings in place. The interposition of splints between 
the layers of collodium cotton, strengthens the dress- 
ing and makes it serviceable for immobilizing the 
smaller limbs. It may also be used to hold a catheter 
in position. This is done as f^^ows: 

After introduction of thecatheteif a thread is tied to 
theendandafew layersof theooUodium cotton applied 
over the thread around the catheter; both ends of 
the thread are then fastened to the penis in the 
same manner. — Wien. Med. Blaeiter, No. 33, 1892. 



In answer to ja correspondent we would say, that in 
Prof. Bergmann's clinic, at Berlin, instruments be- 
fore use are boiled for five minutes in a one per 
cent, solution of carbonate of soda. In this solution 
they remain until required by the operator. When- 
ever they come in contact with anything not 
aseptic in the course of operation, they are resteri- 
lized by dipping them in the boiling soda solution. 
Instruments are thus kept aseptic and keen>edged 
and prevented from rusting. (For further particulars, 
see the October, 1890, issue of this journal.) 
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MABBASE OF THE FB08TATE GLAITD. 



It will be generally conceded that during the last 
few years the field of massage in the treatment of 
Tsrions medical and surgical affections has been 
greatly extended. The gynecologist, the surgeon, and 
the neurologist have resorted to this agent with more 
or less success, and quite recently its effects have 
been utilized by the genito-urinary surgeon in the 
treatment of diseases of the prostate gland, In an 
interesting article in the Internationales Centralblatt 
fur die Physiologie and Pathologie der Ham und 
Sexual Organe, October 13, 1893, Dr. A. L. Eber- 
mann details his experience with massage in affec- 
tions of this organ. The procedure, as carried out by 
him, is as follows : The patient lies upon the back, 
or if strong pressure upon the gland is necessary, 
stands with the body bent forward. The masseur 
then introduces his index finger into the rectum and 
rubs the prostate, stroking it from right to left and 
yice versa, and pressing it against the symphysis ; 
next he rubs the gland more or less strongly in a 
direction from below upward, or, more correctly 
speaking, from the point toward the base. Occasion- 



ally it is advantageous to practice these manipula- 
tions over a fair-sized steel sound introduced into the^ 
bladder. The sittings last from five to ten minutes, 
or longer, and may be repeated daily, or on alternate 
days. The author thinks that by these manipula- 
tions it is possible to cause absorption of pathological 
products in the prostate by forcing them into the 
veins and lymphatics of the organ whence they are 
carried into the general circulation and excreted. In 
the selection of suitable cases he is governed to a 
great extent by the consistence of the organ as re- 
vealed by palpation, whether it be hard or soft, uni- 
formily indurated or the seat of isolated hard 
nodules, or whether malignant disease exists. In 
acute prostatitis massage is contraindicated, because 
it tends to increase the already great irritability of the 
parts ; it may, however, be employed with advantage 
in the later stages of the disease, when the gland is 
still somewhat enlarged, but not very sensitive, and 
there is still some difficulty in urination. Gases of acute 
and chronic prostatitis terminating in abscess forma- 
tion are, in the author's opinion, greatly improved 
by massage after evacuation of the pus into the 
urethra, on the ground that it facilitates removal of 
the pus and reduces the swelling. It is in chronic 
prostatitis associated with swelling and in soft uni- 
form hypertrophy of the prostate that this method is 
especially indicated, while firm and myomatous hy- 
pertrophies of isolated parts of the gland cannot be 
benefited to any extent by massage, although some 
improvement may be effected by practicing the 
manipulations over a bougie introduced into the 
bladder. A point to be remembered is that the 
median portion of the gland, if hypertrophied, pro- 
jects into the bladder and cannot be reached by mas- 
sage. Of course, in malignant disease and tuber- 
culosis of the prostate, this method is not admis- 
sible. 



800UL 0LITB8 FOB DOOTOBS. 



The writer in his peregrinations has often been 
asked whether he was acquainted with Drs. Brown, 
Jones and Robinson, of his city. Now very probably 
he knew one of them, sometimes both, and seldom 
the whole three. And there is always a feeling of 
wonder in the mind of the inquirer when one answers 
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that he is not familiar with the personality of any 
one of them. As a matter of fact, in a very large 
city it is well-nigh impossible to become acquainted 
with all of one's brother practitioners, or even with 
anything but a small proportion of them. Yet social 
communion among the doctors is too much neglected, 
while there is no doubt of the benefit which some 
effort in that direction would result in. The formal 
meetings of learned societies are certainly a step to- 
wards social results, but the latter can only be 
achieyed by a direct method. Large cities should 
have clubs composed only of medical men, whose 
scientific discussion should at all times be informal, 
where conversation upon other subjects, where the 
amenities of life, where the freedom of a home should 
promote friendly and kindly relations between men 
who, at the present time, meet only in the pursuit of 
their avocations/and have no opportunities of judging 
of and appreciating the social value which is so often 
hidden behind the armor of those who combat dis- 
ease. 

That this need is appreciated and known, is proved 
by the existence, in Chicago, of a practitioner's club 
for social purposes. In Philadelphia, the foundation 
of a similar club was discussed some time ago, and 
New York has followed by the formation of an as- 
sociation known to its members as the Circle of 
Willis. In this club friendly relations are promoted 
by periodical dinners during which medical topics 
are tabooed, and by reunions in which the flow of 
reason and the feast of souls form numberless tan- 
gents that reach all subjects of general interest. 



OOELIOTOKT TEBSUS LAPASOTOMT AS A 8ITBOI0AL 
TERM. 



We are indebted to Dr. Eobert P. Harris, of Phila- 
delphia, for the following remarks, which are pub- 
lished on account of their general interest : 

When you perform an abdominal section, and re- 
port the case, under what scientific term do you 
describe the operation ? You probably call it " La- 
parotomy," because hundreds of operators are in the 
habit of using the same word, or its synonym, in a 
dozen countries and languages. 

Where did this term originate ? You say it has a 
Greek derivation (the language of Greece having been 
the tongue of the first anatomists), and comes from 
two words, laparUy and torruB, to cut. Now, what 
did the Greeks call the lapara f It was certainly 
never the abdomen. 

Did you ever look carefully into an ancient Greek 
anatomy to find out what the abdomen was really 



called in their language ? The word belly appears 
ten times in the English version of the New Testa- 
ment ; did you ever note that the original Greek has 
the word koilia, and never lapara, in these ten 
places ? 

Bufus, of Ephesus, a distinguished physician and 
writer, bom, A. n. 132, wrote a paper entitled 
" Names of the Parts of the Human Body," in which 
he has this significant sentence : *^ The omphalos 
(navel) is the hollow which occupies the middle of 
the koilia, where we cut the veins that nourish the 
foetus; the middle part of the hollow is the akromph- 
alon" (top of the navel). 

'* Lapara" is a very old Greek term, and was ap- 
plied in the time of Hippocrates to the parts between 
the short ribs and the iliac bone (the flank), and 
scores of old lexicographers have thus defined it. 
The operation for lumbar hernia, or laparocele, 
was a true laparotomy ; and so, also, is that of lum- 
bar, or laparo-colotomy. The term lapara originally 
meant a hollow, and was for this reason applied by 
the early anatomists to the hollow of the waist. It 
was never used to designate a convexity. 

The misapplication of the term '^laparotomy," 
commenced in the year 1811, in the medical thesis 
of a Wittenberg student, of the name of Fiedler, who 
wrote in Latin under the title *' De Laporatomia." 
He had witnessed a true laparotomy performed, on 
Oct. 17, 1810, upon a man of fifty with a diseased 
colon, as he lay on his right side. Fiedler wrote again 
in 1817, and took it upon himself to coin such distor- 
tions as * ' laparo-gastrotomia," ^ laparo-raphia, " and 
''laparo-hysterotomia" — ^his desire seeming to be to 
supplant the term, ** gaster/' which really meant the 
belly, by the word " lapara," which a careful investiga- 
tion would have taught him was not its Greek synonym. 
The mystery is how an error of this kind ever made 
the progress that it has in leading the medical world 
astray. 

*' Koilia " being the Greek word for abdomen, the 
natural synonym of gastrotomy in its old meaning is, 
'* coeliotomy," pronounced soft (se-le-otomy). This 
is not a new coinage, except as to its terminal, for 
we have long had coelio-paracentesis for tapping the 
abdomen. The term, coeliotomy has been adopted by 
Prof. Sanger, of Leipzig ; by Dr. J. Greig Smith, in 
his Abdominal Surgery ; by Profs. Keene and White, 
in their Text-Book of Surgery ; and by a number of 
well-known medical writers. This adoption gives ua 
the compound terms coelio-hysterotomy (Cesarean 
section), coelio-hysterectomy (exsection of uterus 
through the abdomen), puerperal coelio-hysterectomy 
(Porro-CsBsarean operation , coelio-nephrectomy (aV 
dominal exsection of the kidney), etc. 



Digitized by 



Google 



The International Journal of Surgery. 



291 



Ori^ipal f\rti(^\es. 



THE FBEVEETTION OF BTITOH OB MTTBAL ABSCESSES 
ASD VENTBAL HEBITIA IN LAPABOTOMT.* 



By Wm. H. Wathbn, M.D., Loaisyille, Ky. 

Professor of Abdominal Surgery and Oyneeology in the Ken- 

tucky School of Medicine ; Ex-president of the Section on 

Obstetrics and Gynecology of the American Medical As- 

sociation ; Bx-president of the Kentucky State Medical 

Society ; Fellow of the American Gynecological Society, 

of the American Association of Obstetricians and 

Gynecologists, and of the Southern Surgical and 

Gynecological Society; Consulting Gynecologist 

to the Louisville City BbspUal, etc. 



The practical importance of the subject to which I 
will briefly call your attention to-day, is emphasized 
by the fact that there are many women who have 
Tentral hernia following abdominal section ; and also 
that every laparotomist of large experience has often 
been annoyed with stitch or mnral abscesses. I 
believe that these troublesome, and sometimes 
dangerous, complications may be usually prevented 
if we correctly appreciate and practice the best 
method of preparing the abdomen, making and treat- 
ing the incision, and closing and dressing the wound. 
Wliile it is hardly possible to make the skin over the 
abdomen absolutely aseptic^ it may be made practi- 
cally so, and if we prevent, or do not add, other con- 
ditions favorable to the growth of pathogenic bacteria, 
there will be no pus. The abdomen may be cleansed 
by frequent washing with sterilized water and soap, 
but it should be shaved immediately before the oper- 
ation, and again thorouglily washed and bathed in 
alcohol, or ether, and the bichloride solution. The 
abdomen should now be carefully covered with 
sterilized towels or gauze, before the incision is made, 
and every precaution known to aseptic surgeons 
should be observed, to prevent the introduction of 
sepsis from the hands, instruments, sponges, etc. 
The incision should be made with a sharp knife, and 
if possible, directly through the linea alba so as to 
prevent injury to the muscles. Scissors should not 
be used, unless to divide the peritoneum, nor should 
haemostatic forceps, if it can be avoided. I now sel- 
dom use either, and have but little trouble in con- 
trolling hemorrhage without prolonging the opera- 
tion. The opening should be long enough to allow 
the fingers or hand, as may be elected, to enter the 
abdomen without bruising the tissues. Retractors 
are seldom needed and should be avoided if possible, 
for too long pressure will result in traumatism that 
will impair the resisting powers of the tissues against 

*Read before the Section on Obstetrics and Diseases of Women at the 
meettng of the Amerioan Medical Association, at Detroit, Jnne, 1802. 



the invasion of micro-organisms ; and the same is 
true where strong chemical germicide solutions are 
used in contact with the wound, for if strong enough 
to destroy pathogenic bacteria, they will also parti- 
ally destroy the surface layer of cellular elements 
which are important factors in the prevention of 
suppuration. The peritoneum should not be separated 
from the walls, and if any of the tissue in the wound 
has been lacerated, or injured, by rough handling, 
haemostatic forceps, etc., it should be carefully and 
thoroughly cut away, for its presence prevents union 
and furnishes an excellent nidus in which bacteria 
may multiply and cause abscesses. 

But every precaution known to aseptic or antiseptic 
surgeons may be rigidly observed in every detail 
before the incision is closed, and troublesome abscesses 
may follow, caused by improper suturing. The layer 
of fat in which the abscesses occur, is poorly supplied 
with blood vessels and nerves, and if the sutures are 
so introduced and tied as to cause strangulation and 
disturb the blood and nerve supply, abscesses will in- 
variably result, it matters not how favorable all other 
conditions may be ; and it is difficult to avoid strang- 
ulation if we attempt to coapt all the layers of the 
cut surfaces by a suture introduced through the en- 
tire thickness of the abdomen. Even when the 
sutures are tied so tightly as to cut off much of the 
blood and nerve supply and cause extensive abscesses, 
we have no way of knowing that the fascia has been 
coapted, and unless this is done the union will be 
imperfect and at any time we may have ventral 
hernia. But granting that the fascia could be closely 
approximated, the united surfaces would not be so 
evenly and widely brought together as in cases where 
each layer is separately sutured. In cases of large 
tumors where the abdominal walls are distended, the 
surfaces may be pretty accurately brought together 
with any method of suturing without the danger of 
strangulation, abscesses or hernia, but this cannot be 
done in most of the cases of laparotomy where the 
walls are tense. 

In selecting a method of suturing the abdominal 
wound, we should adopt the means that will best 
prevent stitch or mural abscess and ventral hernia. 
There are other considerations, but these are the 
most important. Ventral hernia may occur in any 
case where the deep fascia is not held together until 
it unites firmly, and this can best be accomplished by 
separately suturing it. By this means the coaptation 
and union are perfect, without the danger of abscesses 
from strangulation of tissue, if we put an aseptic 
suture in aseptic tissue. Since I have practised the 
following method I prefer it to any other. I use the 
kangaroo tendon and with a straight or curved 
needle begin at the lower angle of the wound and 
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close the peritoneum with a continuous stitch ; the 
deep fascia is next closed in the same way, and then 
the superficial fascia and fat ; the suture is now cut 
and the end buried in the tissue. The skin is united 
by superficial silk-worm gut sutures introduced with 
a curved needle. The suturing by the tendon may 
be done in one minute, and the silk-worm gut may 
be quickly introduced and tied. I prefer the tendon 
to catgut, because it is more easily made aseptic, and 
will not be absorbed until union is perfect, and I use 
the silk- worm gut, because it is one of the most asep- 
tic sutures, as has been recently emphasized by the 
results of the bacteriological examination of sutures 
removed at the Johns Hopkin's Hospital. Only one 
piece of tendon is used in suturing an average abdo- 
minal incision. The silk-worm gut may be removed 
on the fifth or sixth day, and the surface will be dry 
and union perfect. But the buried tendon will hold 
the surfaces together for two or three weeks before 
its integrity is so impaired as to destroy its resisting 
power. I do not now expect to be often annoyed by 
stitch or mural abscesses, or ventral hernia. Dr. W. Gill 
Wylie and a few other operators suture the fascia 
separately with catgut, silk- worm gut, ^ or silk, but 
the sutures tied on the surface over the incision are 
usually introduced through all the thickness of the 
wall. Dr. H. 0. Marcy closes the incision with the 
buried tendon^ bringing each layer of the wall to- 
gether separately. He uses no superficial suture 
and protects the wound from external infection by 
oovering it with iodoform collodion. His technique 
is beautiful and his results good, but the time re- 
quired to close the abdomen is too long in the prac- 
tice of the average abdominal surgeon. 

If the silk suture is made aseptic in a sterilizer, or by 
boiling for an hour, it would not cause suppuration 
if introduced and buried aseptically in aseptic tissue. 



LABGE iniLTILOOnLAB OYAEIAN OTSTOFEBATION; 
EBOOVEET. 



By George H. Kirwan, M. D., Wilkesbarre, Pa. 

Member Ameriean Medical Aesaciation, Penn, State Medical 

Society, FeUaw America/n Surgical Association, Member 

LuMms Co, Medical Society, Lehigh Valley Medical 

Association, dte. 



Mrs. W — ^W — of Luzerne, aged 57 years, consulted 
me first in July 1890 (up to which time she had 
been in good health), for a swelling of the ankles and 
a noticeable enlargement of the lower part of the 
abdomen, which she believed to be a developing 
dropsy from renal disease ; urine at that time con- 
tained a few casts and very small amount of albumen. 
I prescribed for her condition and did not see her 



again until August 10th, of this year, when she was 
brought to by office by her son, a young physician, 
for examination and diagnosis. She showed then 
much general emaciation, with the facies ovariana 
well marked and an immense enlargement of the 
abdomen, measuring in girth over the greatest 
prominence, five feet six inches, in a standing posi- 
tion, and weighing two hundred and forty-one 



Fig. 1. 

pounds. She had no pain and no history of painful 
attacks at any time since I last saw her, two years be- 
fore. Indeed there were no unusual symptoms, except 
arapid progressive enlargement of the abdomen which 
now interfered with locomotion ; and for the past 
year, frequent slight uterine hemorrhages, although 
the menopause had been established eight years ago. 
Palpation^ abdominal and bimanual, and speculum 
examination showed a uterus somewhat congested 
and subinvoluted but freely movable, separately from 
the abdominal growth, resonance in the flanks and a 
general dullness over the whole abdomen, up to the 
ensiform cartilage (with patient on her back), and a 
movable and easily circumscribed immense cystic 
tumor, pediculated, in the right pelvis. A diagnosis 
of large multilocular right ovarian cyst was made 
and operation advised as soon as necessary prepara- 
tory treatment would permit it. This was assented 



Fig. 2. 

to and. the patient sent to her home in charge of an 
excellent skilled nurse. She was given a daily, hot 
bath, followed by vigorous friction of the whole 
body. Her bowels were drenched with saline cathartics 
and the colon unloaded of great quantities of old 
darkened faecal accumulations, the importance of 



Digitized by 



Google 



The Internatiokal Joubkal op Suegeey. 



293 



which procedure was impressed upon me by an 
article on "Medical Gynaecology," by Dr. Jas. H. 
Etheridge, of Chicago. 

She received no solid food for four days previous 
to operation, nor for four days after operation, but, 
instead, was given one large tablespoonful in cold 
water every two hours, of the concentrated food 
known as Liquid Peptonoids. 

After having carried out in detail in the preliminary 
preparation, as well as in the operation itself, the, to 
my mind, perfection of technique in abdominal 
section, as practiced and perfected by Dr. Howard 
Kelly, of Johns Hopkins Hospital, and believing in 



Fig. 8. 

Dr. Kelly's own language, **that a good operator 
with deficient preparations will sacrifice lives and 
wreck the health of more patients, than even a poor 
operator duly prepared,^* I operated on Mrs. W. on 
Sunday, August 28th, at 11 a. m. with the skill- 
ful assistance of Drs. R. H. Gibbons and Lewis 
Prey, of Scranton, and Drs. R. P. Taylor and J. V. 
Person, of Wilkesbarre, and nurse M. ' A. Reid. A 
three and a half inch incision in the median line 
•exposed the cyst, which was tapped in the mother 
cyst, then partially brought out of abdomen ; the 
trocar incision was enlarged, the hand introduced, 
and a number of small cysts ruptured and great 



quantities of debris, broken down cyst walls, clots, 
etc., removed. There were no adhesions of any con- 
sequence, and I expected none, as the patient had no 
history of any inflammatory attacks whatever. The 
pedicle was clamped, transfixed, tied and dropped in 
the usual way. The incision was closed by nine silk 
worm gut sutures, dusted with aristol, dressed with 
sterilized gauze, cotton, and many tailed binder, in the 
usual way. Patient made a rapid recovery without an 
untoward symptom. The first dressing and stitches 
were removed on the tenth day, with complete primary 
union. Patient sat up on the twentieth day and was 
about her household duties on the twenty-ninth day. 

Figs. 1 and 2 are made from photographs of profile 
pen sketches and are not perfect. Pig. 1 gives profile 
view before operation. Fig. 2 shows condition before 
removal of stitches ten days after operation, and fig. 
3 is an actual photograph of tub and contents. 

The sac, as here shown in figure 3, with its fluid and 
semi-solid contents weighed just eighty-one pounds. 

This case is only especially remarkable in being, so 
far as I can determine, the largest tumor but one, ever 
removed in Pennsylvania. One removed by Prof. 
Goodell, of Philadelphia, weighed, I believe, one 
hundred and twelve pounds. At this writing Mrs. 
W. continues in excellent health. 

12 South Washington St. 



THE BEOOU STEUOTION OP THE PELYIO STEUOTUEES 

HrWOMEK. THE ADVANTAGES OF THE BUEIED 

TEHDON SUTTJEK* 



Dr. Marcy, of Boston, contributed an interesting, 
original paper with the above title. The group of 
operations included in pelvic surgery amenable to 
plastic treatment is carefully discussed. Dr. Marcy's 
original studies showing the advantages of the buried 
animal suture are well known to the surgeons of 
Europe and America. To him is unquestionably due 
the credit of having first applied animal sutures 
buried within the tissues for the coaptation of 
wounds, the advantages of which are now so widely 
recognized, and his methods are quite generally 
adopted. His bacteriological investigations first de- 
monstrated the too common infective condition of 
catgut and the dangers arising from its use. 

Many years ago he recommended, as a substitute 
for catgut, the tendons of animals and introduced 
the tendon sutures obtained from the tail of the 
kangaroo, collected for him for surgical use by the 
hunters in Australia. The applicability of the buried 
animal suture to the plastic surgery of the cutaneous 

*Abstraots of a paper oontribated by Henry O. Maroy, of Boston, to 
the American Association of Obstetricians and Gynecologists, St. Louis 
Sept. 1898. 
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surfaces, is now generally admitted, and the advan- 
tages to be derived from its use in the plastic surgery 
of the mncons surfaces are clearly defined by the 
author in this paper. 

Dr. Marcy's method for the restoration of the per- 
ineum is widely known and has been very generally 
adopted. In this paper the subjects of vesico-vaginal 
fistula, anterior and posterior colporraphy, the re- 
moval of the hemorrhoidal plexus of vessels in dis- 
eases of the anal structures, are treated in extenso. 
The methods recommended greatly simplify these 
operations, and the results obtained are claimed to be 
more satisfactory than by any of the procedures usu- 
ally advised and practiced. In Dr. Marcy's large 
surgical experience he has had ample opportunities 
for the careful study of the subjects under discussion, 
and for the last five or six years he has found it per- 
fectly feasible by the method he advocates, to combine 
several operations at one sitting, thereby greatly 
shortening suffering and aiding the speedy restora- 
tion to health. These methods are so novel and inter- 
esting that we give the following abstracts: 

'^ It very commonly happens that the injuries to 
the pelvic structures are multiple ; that the cause 
which produces a laceration of the cervix uteri at 
the saDde time weakens or destroys the pelvic floor, 
the resulting product of which confronts the surgeon. 
The factorage of this problem consists generally of a 
lacerated cervix, a displaced uterus which has become 
greatly enlarged, associated with a pronounced en- 
dometritis ; when the sphincter ani muscle has escaped 
injury and the levator loop is weakened by the loss of 
its transverse supports, a more or less pronounced 
anterior bulging of the bowel ensues ; — a reciocele. 

The eversion of the vaginal outlet thus induced 
causes, as a remote result, the prolapse of the anterior 
wall of the vagina, with vesical tenesmut produced by 
the falling of the fundus of the bladder ; — a cystocele. 
The pathological series is often completed by a great 
dilatation of the hemorrhoidal plexus of veins in- 
duced by the difficulty of defecation, one of the re- 
sults of the disturbed circulation of the pelvic vessels. 
Few of the modern innovations which have so com- 
pletely revolutionized surgery are more pronounced 
than the facility and rapidity with which the surgeon 
is now able to restore these structures to their normal 
relationship. 

Until very recently and, unfortunately, in accord- 
ance with the teachings of most of the text-books at the 
present time, this class of sufferers; even in our special 
hospitals, have been subjected to weeks of confine- 
ment in bed ; the so-called preparatory treatment, and 
seriatim one operation after another of the four or 
five demanded for cure is performed, with an inter- 
val of some weeks between each, for the necessary re- 



cuperation of the vital powers, thus requiring a period 
of several months' detention in invalidism. 

This method of procedure is in a large measure 
necessitated, when the suture material used must be 
removed. Silk may, it is true, ulcerate its way 
out, if let alone, but few operators desire this, while . 
wire and silk-worm gut must be removed. One of 
the most marked advantages of modern wound treat- 
ment under aseptic precautions, is the gain derived 
from combined operations which the use of the animal 
sutures has rendered possible. So far as I can learn, 
these are rarely practised, or their importance even 
in a theoretic way appreciated. For the last five or 
six years combined operations at one etherization 
have been with me a matter of almost daily routine 
practice, and their value emphasized in my teaching. 

In illustration, in the foregoing group of injuries, 
the first operative measure should often be a thorough 
curetting of the endometrium, since glandular hyper- 
plasia is usually coexistent with subinvolution and 
misplacement, next should follow the repair of the 
cervical laceration which may be single or multiple. 
If the conditions are pronounced an intra-uterine 
drainage tube is necessary. Third in the series of 
operative procedures may be placed the resection of 
the anterior portion of the vaginal wall. Fourth, 
the restoration of the structures on the pelvic floor, 
the repair of the perineum, should next be performed. 
Fifth, comes the dissection and removal of the hemor- 
rhoidal plexus of veins. To this series I have not 
seldom added other operations, as for instance, the re- 
moval of superficial tumors, or even the operation 
for the cure of hernia. The abundant experience of the 
years teaches that the so-called preparatory treatment 
is not necessary in most cases, but as a rule is positively 
harmful. The general nutrition and vigor are lessened 
rather than increased by the period of detention in 
bed, while the nervous tension of the individual is 
oftentimes painful to witness, increasing daily as the 
time approaches for the much dreaded operation. 

The reparative processes in these multiple wounds^ 
when aseptic, progress equally satisfactorily, with very 
little, if any, additional suffering or danger, while 
the period of months is foreshortened to weeks, with 
a corresponding lessening of pain, loss of time, ex- 
pense, and suffering. '^ 

** In resum^ it will be seen that the above group of 
operations are based upon a tripod of simple facts. 

First. Glean dissection in aseptic tissues aseptically 
maintained. ' 

Second. The restoration of the parts to their nor- 
mal relations by means of the animal suture, prefer- 
ably tendon, aseptically buried, and the wounds pro- 
tected from external contamination and infection by 
the simplest possible methods of dressing. 
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Third. Eetention of the parts at rest. The tissues 
aseptically held at rest for a few days only, take on 
the process of repair almost without pain^ oBdema, or 
sufEering/' 



A OASE OF nOir-SFEOinO ABSCESS OF THE 
EPIGLOTTIS. EEOOVEBT. 



By Leonaed A. Dbssae, M. D., New York. 

Vtsitrng Lar^fngohgist to 8t, Mwrl^i Hospital and Laryn- 
ffologitt and Otdogist to Mt, Sinai Eoijrital Dispensary, 



Abscess of the epiglottis or of the larynx usually 
exists as a secondary disease in consequence of a peri- 
chondritis due to taberculosisy syphilis, cancer, or 
constitutional troubles, or as the result of traumatisms, 
action of irritants^ etc. 

Idiopathic abscess is of extremely rare occurrence, 
and it is yery difficult to determine the cause of the 
abscess. Cases of idiopathic abscess of the larynx 
have been reported by Tobold, Mackenzie, Dcerling, 
Stromayei, etc. Tobold describes a case where 
the left ary-epiglottic fold was the seat of the 
abscess and another where the cushion of the 
epiglottis was affected. Mackenzie observed ten 
cases of idiopathic abscess of the larynx. In six 



Abscess involving the entire epiglottis is extremely 
rare, and but one case has been recorded where the 
epiglottis was alone affected, without involvement of 
the surrounding parts. 

Chamberlain reports a case of cold abscess of the 
epiglottis probably of four years' duration. There 
was no history of injury or constitutional disease. I 
had recently occasion to observe the following case of 
abscess involving the entire epiglottis, in which there 
was no history of primary constitutional trouble. 

Isaac Frommer, aged 49, a native of Bussia, ap- 
plied to me at Mt. Sinai Dispensary, March 1st, 1892, 
after consulting a number of medical men. He stated 
that he had been sick for several days, and during 
that time had been unable to swallow anything, not 
even the medicines prescribed for him. Four days 
before visiting the dispensary he began to suffer from 
a slight sore throat, and on waking at night and at- 
tempting to swallow found it impossible. Patient was 
very pale and weak, and suffered from dyspnoea which 
was so marked that he was afraid to sleep. Difficulty 



Fig. 1. Absoess, 

cases the abscess occurred at the root of the epiglottis, 
and in four in one of the ventricular folds, in three 
of which the ary-epiglottic fold was the seat of the 
pus accumulation. In nine cases the abscess was 
opened with the laryngeal lancet and in four it burst 
spontaneously. 

Dcerling reports the case of a young soldier who 
died two or three days after the development of pain 
in the larynx. Post mortem examination revealed 
an abscess at the base of the epiglottis containing 
about one teaspoonf ul of pus. (Edema of the epi..^ 
glottis and ary-epiglottic folds was found. 

Stromayer relates the case of a soldier who died 
suddenly of suffocation in the afternoon although well 
enough to go on parade that day, complaining merely 
of discomfort in the throat. At the autopsy an 
abscess, about the size of an acorn, was found at the 
base of the epiglottis, which had produced a fatal 
cedema of the larynx. 



Tig. 2. After OperatioiL 

of breathing was experienced during the inspiratory 
act, while expiration was accomplished with ease. 
Marked aphonia also existed. There was no history 
of syphilis, nor of swallowing an irritating fluid. The 
pulse was weak and irregular. Temperature slightly 
above normal. 

Examination of the lungs revealed slight bronchi- 
tis, but no consolidation or aavities at the apex. On 
inspection of the fauces the pharynx was found 
markedly congested and its posterior wall covered 
with granulations. Complete dysphagia existed, the 
patient being unable to swallow a mouthful of water. 
I found it impossible to pass a catheter into the (eso- 
phagus. Laryngoscopic examination revealed a large 
epiglottis, rounded on the upper surface, serrated in 
the center, concealing completely from view the 
larynx. A glimpse was obtained of a portion of the 
arytenoid cartilages, which were found much congested 
but not enlarged or infiltrated. The mucous mem- 
brane covering the epiglottis, was tense and glistening 
in appearance, the epiglottis lying on the enlarged 
glands at the base of the tongue. 

A curved bistoury was introduced and an incision 
made through the entire depth of the epiglottis on 
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its pharyngeal surface* and a quantity of blood and 
pns discharged. Calomel, five grains, was ordered^ 
together with a gargle of permanganate of potash and 
hot applications. As the bistoury seemed inadequate 
for the operation, I requested the patient to present 
himself on the following morning at my office, when 
he stated that he felt some what relieved, but was still 
unable to swallow anything. Examination showed 
no reduction in size of the epiglottis. A SchroBder's 
curved bistoury was introduced and two incisions 
made the entire length of the epiglottis on its laryn- 
geal surface. A large quantity of pus w£^ discharged 
and the patient felt somewhat relieved. He was able 
to drink about a pint of strong milk punch, the first 
nourishment he had taken in five days. A view of 
the larynx could now be obtained and the vocal cords^ 
inner laryngeal wall^ and arytenoid cartilages were 
found very much congested, but no infiltration was 
present. Inhalations of cocaine and compound tinc- 
ture of benzoin with menthol were given^ and a 
catheter was passed without much difficulty into the 
oesophagus, which could not be done at the first 
examination, as already stated. 

On the following day the patient again appeared at 
my office, but was so weak that I sent him back to 
the hospital after again incising the epiglottis. Here 
he remained for three days, flax seed poultices being 
applied to the neck ; he was unable to swallow any- 
thing but milk and whisky, on account of the pain 
produced by the act. 

March 6th, when he again appeared at the dispen- 
sary, the odor of pus was perceptible on his entering 
the room. A laryngoscopio examination was made^ 
but the larynx could be seen only with great difficulty 
as it was filled with blood and pus. The epiglottis 
however, was reduced in size. 

The posterior wall of the pharynx was much swollen 
and resembled an abscess. The odor emitted from his 
throat was very fetid and scarcely endurable. He was 
sent home with a gargle of peroxide of hydrogen and 
a tonic of iron, quinine and strychnia. 

March 9th, the patient visited my office and, on 
examination, I found on the posterior pharyngeal wall 
a swelling about the size of a hazel nut, which when 
incised, discharged pus. The epiglottis appeared 
almost normal, but was still somewhat enlarged and 
its edges serrated. The patient was feeling stronger 
and was able to take some solid nourishment besides 
the fluid. Only slight quantities of pus were dis- 
charged. A week later patient revisited the dispen- 
sary entirely recovered. The cuts taken from drawings 
made by myself^ illustrate the conditions of the 
. epiglottis before and after operation. 

68 West 49th St. 



THE TBEATMEHT 01 VAEIOOCOBLE* 



By Allen Pieeson, M.D., Spencer, Ind. 



It matters not what per cent, of the male popula- 
tion of this country is affected with varicocele, the fact 
remains that to him whose practice extends through 
any considerable length of time will come those who 
suffer, those who imagine they suffer, and those who 
imagine they are about to suffer with this disease, in 
sufficient numbers to justify a careful consideration 
of the methods for its relief. 

It is not proposed to offer anything new in the way 
of treatment, but to hastily review some of the prin- 
cipal methods already in use in a general way, and to 
present some of their features as they occur to one 
who has at times been compelled to make a choice of a 
method for the relief of his patient, when methods, 
differing essentially were suggested. Not many 
years ago it would have been counted good practice to 
depend on palliative and hygienic methods alone in 
nearly all the cases. Eminent authority could haye 
been cited in justification of non-interference in a 
surgical way in any case of varicose veins, but since 
the antiseptic revolution in surgery, the practice has 
changed so that we subject ourselves to adverse criti- 
cism if we fail to make use of the method which seems 
to us best for the radical cure of a number of the 
cases presenting themselves for treatment. 

It is generally conceded that the greater part of 
the cases can be sufficiently relieved by palliative and 
hygienic treatment, but there will remain those in 
whom the mental condition, or the pain and incon- 
venience, or the deformity, or the aberation of the 
sexual functions, or danger to the structural integrity 
of the testis, or disbarment from organizations 
accepting only the able-bodied, demand surgical 
procedures for relief. 

Recently there have been devised numerous opera- 
tions for the radical treatment of varicocele. A 
late monograph by Dr. Lydston, of Chicago, mentions 
twenty-five or thirty, including some of the old ones, 
nearly all of which were named after the operator 
who had been the chief promulgator of some particu- 
lar phase of the operation. Nearly all of these 
methods seek to obliterate the diseased veins; the 
object of some is to make a suspender of the scrotal 
tissues and by, relieving the tension of the dilated 
veins, give them the opportunity to recover their nor- 
mal tone. These might be properly classed among 
the palliative methods. 

*Read at the Twenty-Seoond Annual Meeting of the Mitchell Dli^ 
trlct Medical Society. 
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Leaying out of consideration those methods in 
which caustics^ remedies to coagulate the blood in the 
veins^ and electrolysis are the agents employed to 
secure obliteration, the other purely radical methods 
.seek to obliterate the veins, first, by subcutaneous deli- 
gation; second, by open deligation, and third, by open 
deligation with excision of a portion of the diseased 
veins. To these might be added a class of operations 
in which section of the veins is the method relied on 
for their obliteration, as, where the section is made 
immediately, as with a knife or hot wire, or where it 
is done gradually with the elastic ligature or the 
gradually tightening wire. 

A clear understanding of what is to be done and 
the simplest and safest manner of doing it, are neces- 
sities, especially to one whose practice is private— 
away from hospitals or public institutions of any kind 
— in the homes of the people. 

It is a well known fact that if veins are constricted, 
as with a ligature, and the constriction is kept up for 
a sufficient length of time, they cease to be blood 
vessels, and in varicose veins as well as normal veins, 
the lumen becomes obliterated and the vein exists 
henceforth as a small white cord in volume less than 
the walls of the vessel in its former existence — the 
ideal of the condition to be desired in the treatment 
of varicocele. 

Hastily noticing some of the aforenamed methods, 
we see that the ligature plays an essential part. If 
the ligature destroys the function of the vein, why 
add the section with a knife which only increases the 
danger without in any way adding to the desired 
result ? 

The slow section involves too much danger to be 
used by him who cannot stand by and control the 
surrounding conditions. The dread of operations on 
varices no doubt arose, Jn part, from the results in 
such methods as YidaFs or Bicord^s. 

The method in which a section of the enlarged 
veins not to exceed — advisedly speaking— ^an inch or 
an inch and a quarter in length, is removed between 
ligatures and the stumps tied together with a view of 
shortening the support of the testis, seems like run- 
ning too great a risk to furnish a support which is 
rarely ever needed and which, when needed, could be 
furnished later by a Henry's operation. 

With simplicity and safety in view we avoid mak- 
ffig extensive incisions in a location where they 
become peculiarly a source of danger unless there 
existed some abnormality. In the normal arrange- 
ment of the veins and in subjects where there are no 
calcareous deposits in this location, there ought to be 
no difficulty in isolating the veins from the vas 
deferens with its attending artery ; this being done 



subcutaneous ligation ought to be as easily accom- 
plished as ligation in the open method. 

It is fair to presume that the great majority of 
patients are built on the general plan^ and with one 
on that plan let us go over the steps necessary in 
subcutaneous deligation : First, the room and bed of 
the patient should be gotten ready for a week's occu- 
pancy ; second, a bath and the ordinary shaving and 
cleansing that precedes an operation by the open 
method ; third, grasp the scrotum at the point 
selected for the operation, with the thumb and fin- 
gers of the left hand, letting the vas, with its attend- 
ing artery, slip backward from the grasp. This 
should be done several times in order to study the 
geography,^ so to speak, of the situation. Then 
pinching in the skin with the thumb and forefinger, 
pass a narrow bladed bistoury close to their tips, in 
the track of which pass a stiff, eyed probe, threaded 
with the ligature — catgut or silk — then releasing the 
hold, the eyed end of the probe, bearing the ligature^ 
going first, is made to re-enter the scrotum at the 
point of exit and passing this time over the veins 
emerges at the point of entrance. The ligature is 
now firmly tied around the encircled veins, the ends 
cut short and the knot allowed to drop into the scro- 
tum which is dressed antiseptically, having been 
properly elevated. Great care should be taken that 
no septic material enters the tissues. Towels wrung 
out of bichloride solution should cover all the surface 
around the point of operation. The hands of the 
operator should be as thoroughly cleansed as for any 
operation in surgery. The preparation of the ligature 
should be perfect ; it should not be allowed to trail 
over the field of operation, but be drawn from its 
containing vessel as needed. 

The comfort of the patient, the freedom from com- 
plications, and the success of the operation depend 
upon cleanliness in a great measure. 

The after treatment consists of rest in bed, a suit- 
able diet, a daily loose movement of the bowels, and as 
little handling of the parts as is consistent with proper 
dressing. After the patient is able to be up a sus- 
pender should be worn till he is well and he should 
be told that at some future time, should there remain 
a redundancy of the scrotum, a secondary operation 
will be needed. 

In the few cases that have fallen to my lot to treat 
in this manner, the secondary operation has been 
needed in none, and the operation has been ideal in 
all of them; and it is only because the tendency of the 
practice in these cases seems to be in the direction of 
the open methods that the above method is thus spoken 
of that it may be, in some measure, a defence for 
its use. 
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BEPHSOTOHT ASD IfEFHEEOTOMT SXTOOESSFITLLT 
PEBFOBHED GS THE SAME PATIENT FOB 
MULTIPLE ABSaESS. 



By Georob S. Peck, M.D., 
OcmauUing Surgeon, TtnmgHofon OUy HotpUaL 



J. 0., aged 20, American ; occnpation, office boy; 
family history good ; no tnbercnlar trouble. 

Past history. When six years of age, fell from 
second story, lighting astride of a joist in first story, 
causing free hemorrhage from bladder and suppura- 
tion in both groins. When eleven years old, was 
kicked in back by a playmate. Always after injury 
oomplained of more or less severe pain in region of 
left kidney. A few months later had an attack of 
scarlatina, with kidney complications. At seventeen 
had an attack of measles. At eighteen received an 
injury to left leg, causing necrosis or caries of tibia 
from ankle to knee joint. At nineteen had an at- 
tack of non specific iritis lasting eight or nine weeks. 

March 25, 1891, had a severe chill, followed by 
fever ; high colored urine, diarrhcea, increased pain 
in bick and inability to lie down. 

March 27, 1891, he was admitted to Oity Hospital, 
presenting marked symptoms of typhoid. Tne case 
was diagnosed typhoid fever and treated as such some 
four weeks, the temperature reaching as high as 104^; 
pulse ranging from 72 to 96. 

April 22, the thirty-first day of illness, he at- 
tending physician detected a fiuctuating tumor in 
the left hypochondriac and lumbar region. I was 
asked to see the patient in consultation, April 25, 
and diagnosed abscess of left kidney and advised 
nephrotomy. 

April 2G, saw patient again. During the preced- 
ing twenty-four hours he had passed two quarts of 
urine containing a large amount of pus, confirming 
my diagnosis. Tumor decreased in size and the other 
symptoms improved. 

May 6, forty-fifth day of sickness, I made a simple 
oblique lumbar incision three and one-half inches 
long, down to the kidney ; packed sponges in the 
wound around kidney. I then made an incision, two 
inches long, through the posterior or convex border 
and evacuated about three pints of pus. After ex- 
ploring for calculi and finding none, I stitched the 
sac to the margin of the incision with four catgut 
sutures; thoroughly irrigated the cavity with 1 to 
4000 bichloride solution, sutured the upper and lower 
angle of incision, packed the sac and wound with 
iodoform gauze, covering the whole with an antiseptic 
dressing held in position by a dairy cloth bandage, 
and put the patient to bed in good condition. 



May 7, 8 a. m., has passed one pint of urine. 

May 8, 8 a. m., has passed one quart of urine dur- 
ing the past twenty-four hours. 

May 22, sixteenth day, removed upper drainage 
tube. 

May 30, patient sat up the first time. 

June 6, removed lower tube. 

June 25, wound entirely healed with the exception 
of two sinuses along drainage tube tracts ; redressed 
and irrigated daily. 

Oct. 1, 1891, five months after nephrotomy, the 
sinuses which had been cleansed daily with antisep- 
tic solutions, were still discharging pus freely, the 
miscroscope showing traces of pus in the urine ; the 
patient suffered more or less pain with increased tem- 
perature at times. 

I advised a complete removal of the offending 
organ, and after explaining to him the dangers of the 
operation, he consented. 

Oct. 6, 1 again etherized the patient, curetted the 
sinuses, and made a simple oblique lumbar incision, 
four • inches long, the same as in the nephrotomy. 
After exploring the kidney, I made a second incision 
two and one-half inches long, beginning about one 
inch in front of the posterior extremity of the first, 
and running vertically downward. The adhesions 
were numerous and very firm, and it was with 
considerable difficulty I released the kidney from its 
surroundings. I then passed an aneurism needle, 
armed with a double ligature of silk, through the 
pedicle between the ureter and vessels, ligating the 
ureter separately and the vessels en masse. I then 
lifted the kidney as far as possible out of the wound 
and ligated the whole pedicle. After cutting away 
the diseased organ, I irrigated the wound and sinuses 
with 1 to 2000 bichloride solution ; inserted a large 
rubber drainage tube ; closed the vertical incision 
with silk-worm-gut sutures ; packed the wound with 
iodoform gauze and applied an antiseptic dressing. 

Upon examination, I found the remains of the 
kidney to contain three distinct abscess cavities, one 
of which contained about four ounces of pus. 

Oct. 6, 8 a. m., before operation, temperature 
^Q >^°> pulse 89. 4 p. m., temperature 101®, pulse 
130, respiration 36. 8. p. m., temperature 101 |°, 
pulse 140, respirations 40. Pulse weak and thready, 
expression bad, face ansBmic; patient restless, vomit* 
ing frequently, and complains of severe pain in 
wound. I gave hypodermic injections of digitalis and 
strychnia every three hours; whiskey by enema 
every two hours ; hypodermics of morphia every four 
hours until quiet. 

Oct. 7, 8 a. m., temperature 100 |*^, pulse 126, 
respiration 30. Has passed twelve ounces of arine 
during the last twenty-two hours. 8 p. m., temper- 
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ature 102 |®, pulse 130 and stronger; expression 
much better ; wound dressed. 

Oct. 15^ removed drainage tube. Wound has been 
redressed daily. Oct. 21, sat up in bed. 

Not. 7, the patient has made an uninterrupted re- 
covery. Has gained in flesh and strength and is 
allowed to sit up all day. Dec. 1, wound completely 
healed with the exception of a very small sinus which 
necessitates dressing every third day. Has resumed 
his duties as a nurse in the hospital. Thorough 
antisepsis was observed before^ during and after both 
operations. 

Sept. 1, 1892, sinus still remains open ; daily 
amount of discharge about one dram; average 
amount of urine passed daily, one quart. Has been 
able to perform all his duties as a nurse. 



VAGINAL HTSTESEOTOMT FOB OAHOEB OF TEE 
TJTEBUB.* 



In his paper Boldt does not bind himself to any 
one method of operating, but gives preference to the 
following: 

Absolute asepsis is strictly observed by him in all 
cases. All structures which readily break down 
are removed first, at the time of operation, with 
scissors and sharp curette. The uterus is then pulled 
down as low as possible with a volsella, and an inci. 
sion made on the anterior vaginal wall, as far away 
from the vagino-cervical margin as he intends to 
resect the vagina; the mucosa is then stripped down 
and the bladder is detached from the cervix as far as 
convenient. Next the author prefers to open the 
cul-de-sac of Douglas, so as to enable him to suture 
the ba^e of the broad ligaments under the guidance of 
his finger. After opening the cul-de-sac he introduces 
an iodoform-gauze tampon or a sponge into the peri- 
toneal cavity, to prevent the intestines and omentum 
from prolapsing and hindering him in his subsequent 
work; he now attaches the peritoneum to the margin 
of the vagina with a continuous catgut suture. 
Next the parametria on either side are ligated as far 
away from the cervix as possible and cut ; if one side 
is infiltrated by an inflammatory process, or one more 
than the other, that is the side flrst ligated. After 
the bases of the broad ligaments are ligated, the 
remaining part of the bladder is stripped off, and the 
uterus entirely freed anteriorly; now the peritoneum 
16 also attached to the vaginal margin anteriorly. The 
remaining parts of the broad ligaments are now lig- 
ated and cut, going from one side to the other ; the 
needle entering at the margin of the vagina, takes in 

* Abstract of a vvpn read before the American Gynecological 
flooiety, September, 1808. 



as much broad ligament as is thought desirable, and 
emerges again in the vaginal margin ; the suture is 
then tied. This brings the stumps into a position, 
that they can be subsequently readily placed intra* 
vaginal and prevents the ligatures from slipping. 
Boldt also prefers to remove the appendages at the 
same time with the uterus, without first cutting the 
adnexa, if he intends to remove them at all. After 
having extirpated the uterus, bullet forceps are used 
to pull the broad ligament stumps completely into 
the vagina, and then a full curved needle is passed 
through them on each side, entering at the peritoneo- 
vaginal, margin anterior and emerging posterior in 
the same manner; the suture is then tied. Now, the 
remaining slit in the vagina is closed with two or 
three sutures. Another suture is passed from one 
broad ligament stump to the other and tied; the 
vagina irrigated with Thiersch's solution and a small 
strip of iodoform gauze introduced. Patients thua 
operated make a very rapid recovery; they are some- 
times discharged within ten days. The entire opera- 
tion is done under nearly constant irrigation through 
a speculum especially constructed for such work. 
Boldt condemns the use of silk entirely for this 
operation, because it is no more secure or more asep- 
tic than catgut, if the latter is prepared according to 
his method, and the convalescence is longer with silk. 

When the parametria are thickened from old in- 
fiammatory processes and the uterus in consequence is 
less movable, so that he cannot use ligatures, he advo- 
cates the use of clamps, which have given him just as 
good results ; and with them much time is saved. 
He does not always use them because he does not 
consider it as good surgery as when he can close the 
wound completely. The arguments against the use 
of clamps do not hold in his experience. 

Boldt lays very great stress in operating far away 
from the apparently diseased structures, and in mak- 
ing a careful diagnosis of the pelvic condition as to 
how far the disease has advanced, which can be done 
only under an anassthetic, before he begins to operate. 
He does not sanction a radical operation unless the 
cutting can be done in apparently healthy structure. 
He lays down full rules on the diagnosis of limiting 
the line for operation, which depends entirely on the 
individual experience of the operator. An immov- 
able uterus does not contraindicate total extirpation, 
unless the fixation is caused by the invasion of malig- 
nant disease. The author insists upon the complete 
removal of the diseased organ, no matter how limited 
the disease seems to be. Although admitting the 
excellent statistics of Byrne, with the galvano-cautery, 
and the good results of high amputation, he quotes a 
number of cases where the uterus was extirpated for 
cancer which was seemingly limited to the portio or 
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cerviZy and yet on examination, after the extirpation, 
independent oarcinomatoas nodules were found in the 
body of the uterus. 

Boldt always removes the oyaries in cancer of the 
body of the uterus, on account of the liability of 
malignant disease existing or deyeloping in these 
glands; but he prefers to leave them in cancer of the 
portio or cervix unless the patient has passed the 
menopause, or unless they are diseased, because the 
severe symptoms so often seen as the result of the 
abrupt bringing about of themenopause, remainabsent, 
the glands retaining their physiological functions. 

He appends a table of his own forty-four vaginal 
hysterectomies for cancer of the uterus with a mor- 
tality of three cases, in one of which the ureters were 
probably tied. Of four cases operated upon more than 
five years ago, two are still liying without recurrence. 

Boldt insists upon the necessity of more careful 
examinations by the general practitioner, and in case 
of doubt, the necessity of consulting a specialist. In 
this way only will we get a larger number of operable 
cases, and thus prolong many lives. Irregular or 
prolonged hemorrhages, occasional spotting of bloody 
offensive leucorrhoBa, are important and suspicious 
symptoms, especially in women beyond thirty-five 
years. The author also lays great stress upon the use 
of the microscope as an aid in diagnosis, saying it is 
impossible to positively decide an early case without 
the aid derived from its employment. 



OPERATIVE TEEATMEITP OF ERYSIPELAS.* 



By J. C. Carrick, M.D., Lexington, Ky. 

There has been said so comparatively little about 
the new operative treatment of erysipelas and the 
method is such a good reliable and ssie one— easily 
carried out by every general practitioner — that a few 
minutes may be granted to me to give a short report 
of my experience with the same. 

As is well known, Kraske reported a number of 
cases of seyere diffuse septic phlegmon, cured by 
multiple incisions and scarifications. The favorable 
results achieved with this procedure have been fre- 
quently confirmed. As it seemed probable that this 
method, if powerful enough to stop a diffuse infec- 
tious inflammation of the subcutaneous connective 
tissue, would act in a similar mauuer upon an infec. 
tious spreading inflammation of the skin, Kraske 
tried it for the cure of genuine erysipelas, and his 
results were very encouraging. 

My own experience dates from the 15th of April, 
1890. I was called to see a boy who had received, 
some days previous, an injury to the knee joint which 

* Read before the Fayette and Lexington Medical Society, Jane 18 
1892. 



had produced a general synovitis with marked disten- 
tion. The usual antiseptic and surgical treatment was 
carried out, but several days afterwards I was called 
to see the case and found the temperature 104>^^. 
An examination disclosed erysipelas around the knee 
joint, spreading upward and downward. On the . 
next morning (twenty-four hours later) I used the 
modification of Kraske's method with marked success. 
It was performed without ansBsthesia, and I used the 
vaccinating harrow to produce the scarification. 

The operation was done as follows: 

After careful cleansing of the parts, a bloody fence 
was made with long strokes of the harrow of the 
width of one-half inch, and two inches away from 
the erysipelas. The scratches were all deep enough 
to draw blood. A solution of corrosive sublimate^ 
1-1,000, was then rubbed into the wound and a layer 
of absorbent cotton applied, and fastened with a gauze 
bandage. This dressing was moistened freely with 
the same solution every twenty minutes. On the next 
morning the temperature was down to 99^ and did not 
rise again, the erysipelas being permanently arrested. 

A second case shows still more obviously that we 
should no longer treat erysipelas symptomatically, but 
that we can fight it best with the knife. 

On Jan. 21, 1892, 1 was called to see Mr. O., aged 
44, who, on the same day, had been attacked by a 
marked erysipelas on the left forearm. The tempera- 
ture was 102>^®. The history of the patient was 
that of an alcoholic. He claimed that he had injured 
his arm by a fall from a wagon while intoxicated. On 
the next day he became delirious and had to be held 
in bed. As there was no doubt of my diagnosis, with 
the assistance of Dr. Moore, I proceeded to operate. 
The bloody ring was made around the upper portion 
of the arm, and on the next day the erysipelas was 
found to have extended up to the bloody barrier. 
The whole inyaded area was swollen and covered with 
blisters and very painful on pressure, but the disease 
had not passed beyond the fence. The elbow joint 
where it had spread very rapidly, was much swollen 
and infiltrated with pus. With the assistance of Dr. 
Hawkins, the patient was placed under chloroform, 
and two long incisions were made on each side of the 
joint. The wounds were thoroughly irrigated with 
strong solution of bichloride and dressed with gauze 
soaked in the same fiuid. !N'ext day the patient's 
temperature was down to 100®, the erysipelas had 
stopped spreading, and in a short time was cured. 

In conclusion, I would say the Kraske method 
seems to me the most rational procedure of treating 
erysipelas, the scarification being made near the border 
and in sound tissue. The incision should not pene. 
trate too deeply, but sufficiently to draw the blood 
as in yaccination. 
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SALPINGITIS-OTSTIO DEdENEBATION OF THE 
OERVrS. 



By H. Marion Sims, M.D. 
ProfeMor of Qyneeohgy at t?ie N. T. Polyclinic, VinHng Gyne- 
coloffiit to ^. Mwabetk'9 Hospital, etc. 



The first patient I show you here this morning is a 
woman I examined the other day. The examination, 
however, was not satisfactory at that time, and you 
will find that sometimes more than one is necessary 
to determine the precise nature of the trouble. I will 
go over the case somewhat more carefully to-day and 
try to make a diagnosis. 

Her history is as follows: 

She is twenty-nine years of age, has been married 
nine years, and had one child two years ago, the 
duration of labor being about five days. She 
began to menstruate when she was nineteen years 
old, and has been quite regular all her life. The 
menstrual flow lasts three days, is very scant and free 
from clots. Her general health has been good in 
every way, and she has never been sick in her life 
until the date of the birth of this child two years ago. 
She now complains of a bearing down pain all the 
time, and that something comes out at the vagina 
when she works hard; she has to hold her hand there 
on account of the severe pain. She has a good deal 
deid of trouble with the bowels, as they never act 
unless she takes medicine. Intercourse is very pain- 
ful, pain being especially felt on the left side of the 
pelvic cavity. 

From the history I have given you, it is plain that 
this woman's troubles are all connected with the birth 
of the child. Some injury had undoubtedly been 
done to some portion of the pelvis, which causes all 
this trouble. I made, as I already told you, an 
examination of her last week and have asked her to 
come back for this special purpose. I have been able 
to make a more satisfactory examination to-day. In 
passing the finger into the vagina, you will notice 
some slight laceration of the perineum and of the cer- 
vix which is not, however, sufficient to account for all 
the pains this woman feels. If you pass the finger into 
the left cul de sac and make pressure, you will find 
this patient has quite a large tumor on th&t side. 
The easiest way to feel the ovary of a patient you are 
examining for the first time, is to first hunt for the 
body of the uterus, have one finger firmly planted 
behind the posterior wall of the uterus and pass the 
other finger in the cul-de-sac which you are examin- 
ing; then you will have the wall of the uterus as a 



guide. If you slide your finger right along until you 
feel the tube, you can map out the whole length of 
the latter and see whether the ovary is diseased or 
normal. 

We have in the case of the patient before us a well 
marked example of salpingitis. I was not able to 
discover this condition the last time, because she was 
very nervous, and the abdominal muscles were so firm 
and hard that it was almost impossible to make an 
impression upon them. It is not always easy to find 
the tube in a perfectly satisfactory manner, but in a 
case of this kind it is an extremely difficult thing* 
This salpingitis is probably due to some inflammation 
of the lining membrane of the uterus, which has 
gradually increased in severity. 

N ow, here we have, as I say, a case of lacerated cer- 
vix with no enlargement of the uterus at all, and this 
salpingitis which is more or less of recent origin. The 
treatment of this case should be to send the patient 
to hospital if she has time to go through a surgical 
operation. I know she has not time now, and con- 
sequently we will have to let her go without surgical 
treatment for some time. I would sew up the cervix 
and at the same time treat the tube according to the 
most recent method of procedure. 

This treatment was introduced into this country by 
Dr. Polk, of Bellevue hospital, and consists of a thor- 
ough curetting of the interior of the uterus, packing 
it with iodoform gauze, and setting up a profuse 
drainage from the uterine cavity, which in the 
majority of cases is capable of draining a cyst of the 
Fallopian tubes as well. In what manner it induces 
a drainage of pus and other fluids from the tubes, I 
am not prepared to say, but certainly it does accom- 
plish a splendid result in the majority of cases* 
Instead of doing a laparotomy on this patient, I should 
advise more conservative means: Have the uterus 
thoroughly dilated, packed and drained. As I want 
to get rid of the extreme sensitiveness this patient 
complains of since the birth of her child, and as a 
means of affording her temporary relief and prepara- 
tory to an operation at a later date, I will apply boro- 
glyceride tampons to the lateral cul-de-sac, and if we 
cannot reduce this sensitiveness somewhat, it will do 
no harm and may be the means of doing some good. 
There was a time, not long ago, when all these cases 
were operated upon by abdominal section. Six years 
ago a woman who came with a pain in her side to a 
gynecologist, would not be safe in his hands, but now 
I am very glad to say the tendency in all these cases 
is towards conservative surgery, and in all probability 
my friend. Dr. Polk has done more than any gyne- 
cological surgeon in this country for the introduction 
of this method of treatment in this class of cases. He 
is not only so conservative that he will treat cases of 
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this kind by drainage, but all kinds of cystic degen- 
eration of the uterus as well. He goes still further 
than this: In cases of cystic degeneration of the 
ovary, where the organ is bound down by adhesions, 
he punctures the cyst, permits the fluid to escape, and 
stitchea it to the abdominal wall. 

I think this is an advance in the right direction in 
saving patients from indiscriminate laparotomies. 

But to come back to the case before us, I wish to 
say that I have learned more about the swelling on 
the left side. She undoubtedly has here a femoral 
hernia. Every time the bowels move, this swelling 
appears on the left side, and every time she works 
harder than usual, it pains her more and she has to 
push it back. This is probably due to some strain or 
injury received at the birth of the child. 

There is one form of disease of the cervix that is 
probably productive of more serious after effects than 
any other and that is an old, neglected laceration. In 
these cases we may have the uterus either retroverted 
or prolapsed, with considerable hypertrophy of the 
anterior and posterior lip in which the erosion has 
taken place, this gradually developing into a cystic 
degeneration of the cervix. This form of disease is, 
I say, productive of more serious after effects than 
any other disease of the cervix we have to deal with. 
You may often see this cystic degeneration in women 
who are fairly advanced in life — about thirty-four or 
thirty-six years of age. A laceration has probably 
taken place some years previously and has not been 
deemed of sufficient importance to attract the patient's 
attention, until she is reminded of trouble there by 
some disagreeable discharge. She goes to a doctor 
who examines her and finds she has cystic degenera- 
tion of the cervix, quite an advanced stage of cystic 
degeneration of the glands. It does not do any good 
in this disease to puncture the cyst and try and cure 
it in that way. It does not do any good either to 
perform an ordinary lacerated cervix operation at that 
late date, because you will find that the cysts that have 
formed within the cervical tissue have undergone such 
changes that they have softened all the surrounding 
structures, so that a suture would not hold in that 
mass. If you use any suture to sew up the cervix 
it will tear through in a few days, the wound 
will gap open, and your patient will be in a worse 
condition than before. 

The patient I now show you has been through such 
a condition as that. It is my firm conviction from 
watching a large number of these cases, that beyond 
any doubt this is the origin of epithelioma of the cer- 
vix. The glands undergo a degeneration, with 
formation of fiuid, and the entire structure breaks 
down till we have one great mass assuming gradually 
a carcinomatous character. 
In such a case there are one or two things to be 



done: Thoroughly curette out the whole diseased 
surface, leaving nothing but a shell, or perform total 
extirpation of the uterus. Of course, total extirpation 
of the uterus is a dangerous operation and you would 
prefer the less serious one of enucleation If yon 
get hold of the case before this time, it is better to do 
a preventive operation, and that consists in excising 
the whole diseased tissue and then sewing up the cer- 
vix, as in an ordinary lacerated cervix operation. 
That is what has been done in the case of the patient 
before you, and I will now show you what a beautiful 
result has been brought about and what we can secure 
in all these cases. It is an operation that has suc- 
ceeded in my hands in every case I have done it, 
because I have performed it at the right time before 
the disease has progressed too far. 

Now, the operation is n6t a difficult one, though it 
may appear to be so, and when you see it performed, 
it looks horrible because of the hole that is left in the 
cervix. It is a simple exsection of the diseased cervi- 
cal glands. You excise the whole of the diseased i>or- 
tion with the blade of the uterotome, and if the 
disease is extremely advanced and the cervix greatly 
hypertrophied, you have to be careful and not perfor- 
ate into the peritoneal cavity; this is a very mortifying 
thing to do when excising a portion of the cervix, but 
it is not a fatal accident by any means, and the patient 
generally recovers. When you perform an exsection 
of the entire cervix, excise the diseased part as you 
would remove the core out of an apple, and when yon 
are through with the operation you have a large defect 
extending up beyond the os internum. You will be 
surprised to see what a perfect result will be obtained 
from an apparently severe operation. The opera- 
tion may be performed in a very few minutes. 
The blade of the uterotome is the instrument to use 
in all forms of lacerated cervix. When I started out 
to practice medicine twenty years ago, and wanted to 
be equipped for operations for lacerated cervix, it cost 
a small fortune to buy the different instruments 
required for these procedures. Now-a-days it is dif- 
ferent. It formerly required eight or ten pairs of 
scissors to do an ordinary operation for a lacerated 
cervix. You had to have a pair of scissors curved to 
the left and a pair curved to the right; a pair of scis- 
sors curved to the right and left and another pair 
curved at an angle of 46 degrees, etc. Now, I will 
undertake to do any operation on the cervix with this 
knife, one pair of scissors curved on the fiat, and two 
tenacula. I can perform a lacerated cervix operation 
and have my patient in bed in this way by the time 
the man with the scissors is ready to put in the stitches. 
It is done in the following manner: 

Take hold of the cervix with the tenaculum and 
pull it down in the axis of the vagina, and with this 
uterotome begin at the one angle of the laceration and 
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with a sawing motion cut around it as rapidly as pos- 
sible. Then you are ready for the stitches. You have 
a wound now that heals by first intention, provided 
your operation has been done with all the aseptic pre- 
cautions of the present day. A claim has been made 
in certain quarters, that an operation with the knife 
in this way is a bloody one. Well granted that it is. 
You do lose, it is true, a little more blood, but the 
amount of blood lost is fully compensated for by the 
amount of time saved. The operation is completed in 
from ten to twenty minutes, while, when performed 
with the scissors, it lasts, at least, from thirty to forty 
minutes. The time saved by rapidity of operating, is 
an advance in the right direction, and if there is a little 
more bleeding it does not do any harm, and should 
not militate against this method of operating. After 
the operation you have to insert something in the 
canal to keep it open. You can put in a uterine 
stem and keep it for a week in position with an iodo- 
form gauze tampon in the vagina. At the end of a 
week you can withdraw it and remove the stitches. 
Two or three days after removal of the stitches, yon 
can introduce a self retaining stem and let the patient 
wear that for three or four months, if necessary. In 
ninety-nine cases out of a hundred the use of a small 
self -retaining stem is indicated, and you will find that 
the uterus will tolerate it without the least trouble. 
At the end of that time you may remove it and your 
patient is well. 

It is now three years since this operation has 
been performed on the patient before you, and I am 
perfectly satisfied she would have developed carcin- 
oma of the cervix ere this, had it not been resorted to. 
You can see how normal the cervix looks, how nor- 
mal the secretions are, and how normal the rest of the 
uterus appears, except its position which is slightly 
retroverted. She comes here on account of this 
retroversion and pain in the back. 

The satisfactory results brought about by this 
operation on the cervix, consist in a complete arrest 
of the reflex symptoms due to the disease. The reflex 
symptoms in this class of cases are too numerous to 
mention. As yoa can readily imagine the foremost 
ones are nervousness, pains in the back and irritability 
of temper. This class of patients are cross with their 
husbands, their children and everyone. After this 
operation has been done these symptoms disappear 
altogether. A lady in this city, upon whom loper- 
ated last April, had been for years the subject of 
hysteria, and the children, and husband said to me : 
^' Doctor, please do something for her, as she is almost 
unbearable at home. She flies into a temper at the 
least provocation and we have to look about for fear 
of saying something to offend her.*' 



She had been in that condition for years. She had 
been treated by nerve specialists without any bene- 
fit. I performed this operation and the result was 
that she recovered entirely. She went to Europe 
two months after the operation and returned to my 
office about two weeks ago. She told me she had not 
a single disagreeable symptom since she went away. 
Her temper has improved very much and the entire 
nervous system has undergone a complete change. 



FUETOOTJLOaiS OP THE 80ALP; PEMPHIGUS; LUPUS 

'TJLGABia; LUPUS ERYTHEMATOSUS; OAE- 

BUHOLE. 



By W. S. Gottheil, M. D., New York. 
VMing Phytieiam, to the Iforth-Westem Ditpenwvry dbc. 



This little patient is suffering from a malady not 
uncommon among the children of the poorer classes. 
It begins as a furunculosis of the scalp, and from the 
pus thus formed autoinoculation takes place to the 
most varied parts of the body, so that, as in this 
case, we have a pustular eruption that affects the 
scalp, trunk and legs, with a paronychia of all the 
fingers and one or two of the toes. The entire scalp 
is studded with abscesses, some of which are quite 
large. The abscesses on the body are somewhat 
smaller than those on the scalp, while each one of 
the fingers is the seat of an infiammatory affection of 
the root of the nails developed by scratching. These 
children infect themselves and their playmates, and 
it is not uncommon to find several children of one 
family affected. 

The treatment of this affection consists in laying 
open freely and scraping out every abscess, the appli- 
cation of an antiseptic bandage, and the prevention 
of further auto-infection by a secure dressing. For 
this purpose an iodoform or aristol lanoline salve, 
ten grains to the ounce, and an occluding bandage is 
necessary. Each finger must be dressed with the 
same ointment and separately bandaged. Tonics are 
to be given internally since malnutrition is the 
cause of the original infection. 

The next patient I present to you to day, has an 
eruption of blebs chiefly situated upon the face, the 
lower extremities, upon the sheath of the penis and 
around the genitals. Each bulla is tense, filled with 
transparent serum and situated on a reddened base. 
The skin around is normal, the older bullae, which 
appeared a few days ago, have already dried up, and 
the removal of the crusts reveals a reddened but nor- 
mal derma beneath. The smallest and most recent 
bullae are pin-head in size; while the largest one 
attain the dimensions of a large bean. 



Digitized by 



Google 



304 



The iNTBBNATioisrAL Journal op Surgebt. 



This malady is not so rare in children as is nsually 
supposed, bat in an adult it is an infrequent; and 
quite fatal disease. 

The difficulties of diagnosis in children between 
acute pemphigus and yesicular urticaria are great 
and the distinction cannot always be made. 

Treatment in this affection is of but moderate 
efficacy. We will give this patient a mixture of 
zinc oxide ointment and diachylon ointment in equal 
parts for the excoriations, and put him on Fowler's 
solution internally, beginning with five drops three 
times a day and running it up to the point of toler- 
ance. The prognosis in a case of this kind is fair. 

The next patient is a male aged 42, who comes to 
consult us about a chronic eruption that has been 
situated on the outer surface of the left thigh for a 
number of years. The patch is about eight inches 
by five in size, and is partly cicatricial, and in places 
covered with scabs. The soar tissue, where present, 
is soft and smooth, and though the glandular struc- 
ture of the skin, hairs, etc., in the neighborhood of 
the affected region, have been evidently destroyed, 
the new connective tissue is not a bad substitute for 
the normal skin, there being no contraction or ridg- 
ing. Scattered all through the sore and in the 
midst of the cicatricial tissue, are a number of small 
pea-sized, brownish-red, soft papules, which are 
hardly perceptible to the touch. If we plunge a pin 
into one of them, we find it to be composed of a soft, 
semi-organized tissue, in which we can move the point 
of the pin with freedom. On the left thigh is an- 
other smaller patch of similar character, while on the 
left buttock is one in which the process has stopped 
and the skin is replaced by a soft scar. 

The diagnosis in this case lies between syphilis 
and lupus vulgaris. Its intense chronicity, lasting 
for years, its isolated location, the superficial scar and 
and absence of any other symptoms of constitutional 
infection are against the view of the disease being 
syphilis. The lesion of the soft, red papule is charac- 
teristic. A syphiloderm lasts for months while lupus 
lasts for years. A syphilitic papnle is hard, ham- 
colored, spreads peripherically and ulcerates in the 
centre. Above all, syphilitic papules never reap- 
pear in the scar tissue that marks the ground the 
disease has passed over. 

In the treatment of lupus vulgaris we must be 
careful to do nothing that will cause a greater scar, 
and more deformity than the disease, if left to itself. 
In the Course of years the process will f in the 
patches on the thigh, as it has already ended in that of 
the buttock. Each lupus nodule should be destroyed, 
for in each there is a nest of the tubercle bacillus that 
causes the disease. We may dig into each nodule 



thoroughly with a pointed stick of nitrate of silver, 
or we may use a pointed glass rod dipped in nitric 
acid for the same purpose. A small, sharp Volk- 
mann^s spoon may be employed and each individual 
mass shelled out, or the negative pole of a galvanic 
battery of sufficient strength may be connected with 
a needle, which is inserted into the tubercle to des- 
troy it. Internally, iodine, iron and the syrup of 
hypophosphites are useful, as are tonics in all forms. 
Iodoform in half grain doses long continued seems 
to have a specific action upon the malady. As long 
as the disease is situated in its pi-esent locality there 
is no necessity for very vigorous treatment. 

The next patient is a female aged forty four, who 
presents a marked contrast to the second case we 
have described. She tells us that fourteen years, ago 
a sore appeared on the upper lip, which extended 
into the nose and lasted up to two years ago. It 
destroyed the cartilages of the nose, leading to sink- 
ing in and deformity of the tip and cicatrical contrac- 
tion of the upper lip. On the forehead there is a 
patch which appeared two years ago and which has 
been spreading ever since. It is red, non-infiltrated 
and slightly scaling. No central breaking down, with 
a little superficial scar tissue. On the right side of 
the neck is another focus of exactly similar aspect. 

The diagnosis here lies between lupus erythemato- 
sus and lupus vulgaris. We do not find any of the 
papules of lupus vulgaris present, and that alone, 
suffices to exclude that disease. 

The treatment of this affection is only moderately 
satisfactory. The disease lasts for many years, it pro- 
gresses almost to the point of healing and then breaks 
out afresh. The affection is not due to any specific 
organism, and hence cannot be attacked in the way 
lupus vulgaris can. The various reducing agents are 
as efficacious as any. We will put this patient on 
ichthyol as follows : 

n 

Ammonium Snlpho-ichthjolate 3j. 

Starch 3 ij- 

Petrolatam 3 vi. 

This ointment is to be kept applied to the part 

continuously, and to be renewed twice or three times 

a day. 

The next patient is a male aged fifty four, nrho 
comes to the clinic with a large sore on his left leg. 
An immense parenchymatous inflammation surrounds 
it, so that the entire indurated mass measures several 
square inches. The skin is tense, brawny, and in the 
centre is a deep irregular ulcer, two inches in length, 
filled with fragments of broken down tissue and dark 
green, foul smelling pus. The patient tells us that 
it appeared first as a small vesico-papule which grad- 
ually spread and broke. 
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We have here a carbuncle, that is, an acute, cir- 
cumscribed inflammation of the subcutaneous connec- 
tive tissue which is so intense in character as to lead to 
sloughing. The man's general health is broken 
down and it is yery probable that he has sugar in his 
urine. The old practice of treating this affection by 
crucial incision is no longer in vogue, since the mere 
relief of tension does not do much good. This 
patient should be placed under ether, the entire mass 
cleaned out with a sharp spoon and the resulting 
wound dressed antiseptically. As he refuses to sub- 
mit to this plan of treatment, the best we can do for 
him is to apply an iodoform vaseline salve, fifteen 
grains to the ounce, and put him on to nictreatment. 
The sloughing mass will come away of itself, but at 
the expense of a greater amount of destruction of 
tissue than would occur if it were surgically re- 
moved. 

ABDOMINAL TITHOB, 



By John A. Wybth, M.D. 

Professor of Bargery at the New York Polyclime; Visiting 
Surgeon to Mt. Sinai Hospital, etc. 



The first patient was a woman, thirty-five years of 
age, who presented herself for the treatment of an 
abdominal tumor. She first had trouble with her 
bladder five years ago, and two years later a swelling 
gradually developed in the region of the abdomen. 
When in the sitting position she was unable to pass 
her water, but micturition could be accomplished in 
the erect position owing to pressure of the tumor. No 
change was noticed in the urine. She wore a pessary 
for two years, and obtained some relief. She is a 
married woman, but has never borne any children. 
She never had any trouble with her menses at any 
time. Last year in June, however, the menses were 
less abundant than normal. She has never been 
tapped. / 

The abdomen reveals on examination a symmetri- 
cal swelling more prominent on the right side. It is 
smooth and round, and no indentations are noticeable. 
For these reasons intestinal obstruction can be 
excluded. When free fiuid water is present in the 
peritoneal cavity, or what is called ordinary ascites, 
it can be distinctly made out by placing the hand 
flat on the side of the patient's abdomen and then on 
the slightest touch of the finger a wave of fluctuation 
can be felt. If it is a unilocular cyst the same sensa- 
tion would be imparted to the hand; but if the cyst 
is multiocular the ripple would be greatly diminished. 
The patient gives no history of a rupture, or any 
tumor except a general swelling of the abdomen. 

Let us go a little further : suppose this was an 
ovarian tumor. She has been so indifferent to its 



development that she does not give a closely connected 
history which would enable me to make a diagnosis. 
She does not know where the swelling began. In fact 
the only clue she gives is the fact that the pain began 
down in the pelvis, so that it might naturally be 
inferred that this process had started in the pelvis 
and developed from below up. By vaginal examina- 
tion more light may be thrown on the subject, and 
probably the conclusion may be arrived at that she 
has a new growth there which will demand operative 
interference. The only way to settle this diagnosis, 
once for all, is by an operation, and hence the lecturer 
urged performance of an exploratory laparotomy. 

The patient was examined and a probable diagnosis 
of a pelvic neoplasm made. The specific gravity of the 
urine was found to be 1010 with a trace of albumen. 
There were a few casts present with a number of 
fiat round cells and pus cells. The patient also had 
some metritis which might be due to pressure of the 
large tumor. The lecturer advised an operation in 
this case. 

In all these operations for any form of tumor of 
the abdomen, the patient ought to be put on a liquid 
diet and the kind of food that will leave as little 
residue as possible. In operating on pelvic tumors 
he did not believe in the position suggested by Tren- 
delenburg for the purpose of causing the intestines to 
gravitate towards the diaphragm. The same benefit 
may be obtained from the position by a slight eleva- 
tion of the pelvis, as for instance, by raising the 
table a little, or placing a pillow under the pelvis. In 
that way the proper tilt of the body of the patient 
may be efEected. 



Operative Treatment of Pott's Disease.— 

Vincent {Rev. de Chirurg.) advises the drainage of 
abscesses and the removal of diseased bone in Pott's^ 
disease of the vertebras. The drainage-tube is to be 
passed in U-form, either entirely in front of the ver- 
tebrsB or directly through the bodies in front of the 
spinal canal. The operation is carried out by a verti- 
cal incision on each side of the spinal muscles, joined 
by two others drawn horizontally outward, converting 
them into T-incisions. One or more ribs are resected 
to give access to the front of the spine, and then a 
blunt, curved probe is passed in front of the vertebrje 
from one side to the other, and the drain drawn 
through under its guidance ; or a curette is made to 
bore through the body of the affected vertebra 
obliquely forward and inward until it strikes an 
instrument held under the periosteum on the other 
side. The latter method is employed where the body 
of the vertebra is broken down, and a curved drain- 
age-tube is drawn directly through the bone. — 
University Med, Magaz. 
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DAHdEES OP IITDISOBIMINATE ATTEMPTS AT THE 

KEDUOTION OP STRAUOULATED HEEUIA BT 

MAHIPULATIOU. 



By W. H. Bennett, F. B. C. S. 



The main possible disasters which may immediately 
follow upon attempts at the reduction of hernia by 
taxis, may be summed up as follows : 1. Bruising of 
the bowel ; 2, rupture of the bowel walls complete and 
incomplete ; 3, laceration of adhesions ; 4, rupture of 
the sac ; 5, hsBmatocele (in cases complicated with hy- 
drocele); 6, hsematoma of scrotum and surrounding 
parts; 7, reduction of the whole hernia with the sac 
(reduction en bloc). 

1 . Bruising of the botoel. — Some bruising, as shown 
by subperitoneal extravasation, of large or small ex- 
tent, about the herniated bowel will be found in the 
majority of cases which have been submitted to taxis 
unless extreme gentleness only has been used. The 
extent and severity will naturally depend, for the 
most part, upon the amount and direction of the 
force applied and to a considerable degree upon the 
condition of the gut, which bruises more readily 
when greatly distended, especially in neglected cases. 
It is interesting to note that bruising of the bowel, if 
in any way extensiye, although without any apparent 
breach of surface on the peritoneal aspect, is almost 
invariably associated with bleeding into the intesti- 
nal canal, a fact conclusively demonstrated, in many 
cases, by the characteristic appearances of the first 
motion passed after the relief of the stricture, which 
nearly sdways contains altered blood. It may, in fact, 
be accepted without reserve, that attempts at reduc- 
tion by manipulation produce some bruising of the 
bowel in the great majority of cases of strangulated 
hernia. At the same time, it may be fairly admitted 
that as'a rule, unless great carelessness has been used, 
no permanent harm results. Taxis,however,should not 
be regarded, as it seems by some people, as a plan of 
treatment, which, if it fails to reduce the rupture, at 
least can do no harm. This last remark must not be 
taken to imply any objection to the proper practice 
of this method, but merely as a warning against its 
use carelessly and without due regard to possible 
evils which may under certain conditions result. 

2. Laceration of the bowel.— This may, of course, 
involve the whole thickness of the intestinal wall 
or only one or more of its coats ; the former is natur- 
ally the most serious since it allows of the escape of 
faBcesinto the sac. The latter condition may vary in 
degree from an almost imperceptible crack in the 



peritoneum to a laceration in the peritoneal and mus- 
cular coats inches in length, in which case the 
mucous coat pFotrudes, hernia-like, through the open- 
ing in the muscular wall. Whether the laceration is 
partial or complete the treatment is identical. The 
edges of the wound must be brought together with 
Lembert sutures, care being taken that the end 
stitches — if the lesion is of any extent — are placed a 
short distance beyond the extremities of the rent. 
When the gut is too tense to allow of approximation 
of the peritoneal surface it should, if necessary, be 
emptied in the way I haye described in the first of 
the cases which foi-m the text of this lecture. How- 
ever small the crack in the peritoneum is, even if it 
be hardly perceptible to the eye, a single suture should 
be passed across it. If the condition of the patient 
in cases of partial laceration is so desperate that the 
delay entailed by the suturing process is not justifi- 
able the gut should be cleansed and returned into the 
abdomen, an unperforated drainage tube of large 
calibre being left lying in the canal in the way I have 
recommended in a lecture published in The Lancei 
in 1890. 

A point of great interest to which sufficient atten- 
tion has not, I think, of late been paid, arises here 
with reference to the situation at which laceration 
from injury occurs in these cases. There appears to be 
an idea, which is traditional and supported by the 
teaching of the schools now, that the tear produced 
by injury in the gut of a strangulated hernia takes 
place at the seat of stricture in consequence of the 
way in which the sharp edges of the constricting 
tissues, as it were, cut into the distended bowel when 
pressure is exerted upon it. 

Now I have seen several cases myself, in which a 
rent in the gut was undoubtedly produced by taxis, 
and in two of these the lesion was not at the point of 
constriction^ but on the prominent bulging and most 
distended portion of the bowel. Both of these cases 
were recent, and in each the rent was in the long axis 
of the gut. The same result followed in some experi- 
ments made by me on the cadaver, artificial strangu- 
lation in two cases of old hernise having been pro- 
duced by inflating the bowel from the abdomen and 
forming a stricture by ligaturing the neck of the sac 
together with its contents. The hernia was in one 
instance then violently crushed and in the other 
struck sharply with a stick ; in both the laceration 
occurred on the prominent part of the strangulated 
knuckle and in the long axis of the gut. On con- 
sideration, this result, so far bs the situation of the 
injury is concerned, is, I think, precisely what should 
be expected in recent cases, for in such the rent be- 
gins in the peritoneum, which under pressure natur- 
ally gives way at the weakest point (that is to say. 
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where it is most thinned and stretched by disten- 
sion). A sadden blow, therefore, or prolonged hard 
pressure would, of a matter of course, lacerate the 
peritoneum in the part most stretched and thin — i. e., 
over the end of the distended knuckle rather than at 
the seat of constriction, where not only is it un- 
stretched, but where it is actually supported by the 
surrounding parts. 

In cases far advanced and neglected the state of 
affairs is altogether different, because in them the 
gut at the seat of stricture is indented by the edge of 
the constricting tissues, partially eaten through by 
ulceration from within^ or perhaps gangrenous and 
on the point of giving way. Then the weakest point 
is at the strictured part, and very little force may be 
necessary to complete the perforation which has al- 
ready commenced. It is, I presume, in connection 
with cases of this latter kind that the traditional 
teaching has been fostered, for in recent cases of 
strangulation it certainly do6s not apply. 

3. Rupttire of adhesions in the sac, — The tearing 
of recent adhesions during attempts at reduction 
by manipulation need not have any serious result, but 
free hemorrhage into the sac may thus be produced 
so as to fill it completely with blood, although no 
serious lesion may be apparent. In old irreducible 
herniaB, in which band-like adhesions sometimes exist 
between the bowel and the sac wall or between 
different parts of the bowel itself, no harmful results 
need follow if the adhesions themselves give way, but 
if, as may happen, an adhesion brings away some of 
the intestinal peritoneum with it, a partial laceration 
of the gut results, which is, if at all extensive, a 
serious condition, especially if the case has been ne- 
glected and operation long deferred. 

4. Rupture of the sac. — This, although a recog- 
nized injury and classed as one of the modifications 
of the reduction en masse, must be a very rare se- 
quence of taxis, as the amount of force required to 
tear the sac is very gi*eat and would hardly be inten- 
tionally applied. Bruising of the sac is, however, 
common and I have seen a portion of its wall torn 
away with an omental adhesion; this, however, is not 
a rupture in the sense under discussion — L e., a split- 
ing of the sac wall from sudden or gradual pressure. 
In the post mortem room I have not been able in arti- 
ficially strangulated hemise to rupture the sac with- 
out idso bursting the gut. Rupture of the sac is 
therefore probably too rare to be other than a curi- 
osity ; indeed Sir Astley Gooper, after his large ex- 
perience, says that it *^ scarcely ever*' occurs from 
any cause. Formerly spontaneous rupture of the sac 
was also a recognized condition, but actual evidence 
of its existence seems wanting, or at all events is not 
convincing. 



5. HoBtnatocele. — ^A good example of this accident 
is afforded by Gase 2, described in this lecture. 
After what I have said concerning the difficulty in 
causing rupture of a hernial sac it may at first sight 
seem strange that the sac of a hydrocele should give 
way so easily. There is nothing inconsistent, how- 
ever, in this, for it must be borne in mind that the 
sacs of hydrocele sometimes undergo pathological 
changes which result in softening and thinning, so 
that they become weak in parts. 

6. Jfcematoina from rupture of a large vein or veins 
outside the sac, — ^Enormous blood extravasation may 
be thus produced and occasionally upon the applica- 
tion of comparatively slight force, especially in 
elderly people. I once had an opportunity of seeing 
a large blood swelling involving the scrotum and 
groin, which were nearly black from discoloration, 
said to have followed upon nothing more violent 
than the manipulation necessary for the adjustment 
of a truss to an easily reducible hernia in a subject 
nearly eighty years old. 

7. Reduction *^ en hloc*^ — u e., the reduction of 
sac, together with its contents, the strangulation be- 
ing therefore unrelieved. — ^The only point to which I 
need here call attention in this respect is the singu- 
larly small amount of force which sometimes seems 
necessary to produce this accident. I have person- 
ally seen only one case, and that was not in my own 
practice. The hernial tumor seemed to disappear 
almost the moment the hand was laid upon it and 
certainly before there was time for the application of 
any methodical violence. So much was this the fact 
that I cannot help feeling that there must be in such 
a case some kind of spontaneous action from above 
which contributes to the reduction. Is it possible 
that extreme irregular spasmodic attempts at per- 
istalsis may act in this way ? 

It is only fitting that such an ominous list of casu- 
alties, which are not only possible, but actually 
occur in practice as the result of the use of taxis, 
should be followed by some indication as to- when 
and how the reduction of an irreducible hernia by 
manipulation may be attempted without risk. The 
relative safety of this plan of treatment is dependent 
on three conditions. (1) The manner in which the 
taxis is applied; (2) the period during which the 
manipulation is persisted in ; and (3) the state of the 
hernia. 

1. T?ie mode of applying taxis — This may appear 
such a purely elementary point as to render its con- 
sideration hardly justifiable outside the pages of a 
student's text book. It it nevertheless true that 
practitioners, otherwise intelligent and trustworthy, 
do at times manipulate a hernia in the manner best 
calculated to cause injury to the contents of the sac. 
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whilst it affords the least possible chance of effecting 
reduction. I do not propose to occupy time now 
with a description of the method by which the taxis 
may be applied safely and with a fair prospect of suc- 
cess, as it can be more usefully learnt from practical 
demonstration at the bedside, but some of the details 
of the process are so important and essential that 
they require a passing notice. The details referred 
to are as follows : (a) All manipulations should be 
conducted only with thoroughly warm hands ; (5) the 
neck of the hernia should be firmly supported by one 
hand whilst the other manipulates the body of the 
tumor, (c) In using the fingers all pressure from 
the finger-ends should be made by the front of the 
digital pad and never by the actual tips, (d) The 
pressure necessary in the manipulations should be 
gentle, firm and regular, not forcible, unsteady and 
spasmodic. The necessity for warm hands, for the 
support afforded to the neck of the hernia, and for 
the avoidance of the use of the actual finger-tips, is, 
I cannot help feeling, not so universally acknow- 
ledged as it certainly should be, for I have more 
than once seen attempts made at the reduction of a 
rupture by grasping the body of the tumor with 
hands almost blue with cold, the neck of the hernia 
being left entirely unsuported, and then with a 
punching and rolling movement, during which the 
finger-tips have been deeply pressed into the parts, 
the force has been gradually increased until further 
persistence in the attempt has been rendered imprac- 
ticable by the protests of the patient. Where injury 
is possible it is from some such faulty plan ^s this 
that it is most likely to result. The cold hands ex- 
cite every resistance in the way of muscular action ; 
the want of support to the neck of the hernia makes 
its reduction very unlikely by allowing the gut to 
bulge over the margins of the constricting ring, and, 
beyond this, in neglected or longstanding cases,- 
when the bowel has commenced to ulcerate from 
within, the pressure of the sharp edges of the stricture 
acts at a great advantage in further injuring and 
perhaps bursting the thinned and weakened intestinal 
walls. Finally the sharply indenting finger-tips are 
admirably adapted for causing an unnecessary 
amount of bruising and possibly laceration of the gut. 
2. The time which should be occupied in taxis, — 
Judging from my own experience, and from what I 
have seen in the practice of others, five minutes 
should be taken as the outside limit during which 
manipulation of a hernia in cases of apparent stran- 
gulation or when impulse on coughing is absent may 
be with safety persisted in, no matter how gently it 
is applied. In unstrangulated cases the same time 
should always be considered as sufficient, for, al- 
though no actual harm need result, if the time be ex- 



tended it may very easily produce it; moreover, if 
success is not attained by the end of five minutes it 
is very unlikely to result at all, and further attempts 
are practically useless. 

3. The condition of the hernia. — When properly ap- 
plied and with the precautions just mentioned taxis 
may be used with safety — {a) in all cases in which 
the true hernial impulse is present, provided always 
that there is neither any marked tenderness nor im- 
fiammation in the sac or its contents, when its em- 
ployment would, of course, be entirely negatived ; (5) 
in very recent cases of strangulation where the ten- 
fion is not extreme. This latter is a recognized prin- 
ciple and is therefore worthy of respect, but I very 
much doubt whether it is possible, excepting perhaps 
in infants, to reduce by manipulatiou any rupture in 
which the hernial impulse is not present. For my- 
self at least I must admit that I have never been able 
to return with any reasonable application of force a 
hernia in which I could detect no impulse. This 
impulse, it is true, may have sometimes been slight, 
but it was present all the same in the cases where re- 
duction was possible, although it must be admitted 
that I could not always demonstrate it to my honse 
surgeons in the hospital patients! A large distended 
hernia universally resonant should be treated with 
more than usual gentleness, for in such cases the 
bowel is far more liable to injury that in any other 
kind, especially if adhesions happen to exist in the 
sac. Hernial tumors dull on percussion, with omen- 
tal or fluid contents, may be manipulated with greater 
freedom without much risk of damage being done, 
but in these reduction is entirely out of the question 
in the absence of impulse, the utility therefore of 
persistence in the attempts at all under those circum- 
stances is not plain. Every case of apparently stran- 
gulated hernia must necessarily be treated upon its 
individual merits, but, for my own part, I am sure 
that, as ff general principle, it is better in hemisd 
which are obviously strangulated and entirely with- 
out impulse, to perform herniotomy at once rather 
than make attempts at reduction by manipulation, 
because I have no doubt whatever that early hernio- 
tomy in fairly competent hands is infinitely less 
hazardous than ah unwise persistence in fruitless at- 
tempts at reduction by taxis. If due regard be paid 
to the patient's welfare, one thing at least is certain 
— viz., that a strangulated hernia which has once 
been subjected to taxis should be operated upon at 
once, and no further manipulation used until after 
the tumor has been explored and the stricture freely 
divided. 

It must not be imagined that all risk of lacerating 
the bowel during attempts at its reduction necessarily 
ends after the sac has been laid open in herniotomy. 
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or indeed in every ease after the stricture has been 
divided, for although to the best of my knowledge 
the accident has not occurred under these circum- 
stances in my practice, I have been present at an 
operation in which a surgeon of experience certainly 
did produce a laceration in the peritoneal coat of the 
bowel, whilst attempting to reduce it after the divi- 
sion of the stricture which obviously gave rise to the 
strangulation. This difficulty sometimes experienced 
in reducing the hernia after the stricture has been 
<;ut is undoubtedly as often as not due to the division 
being not sufficiently free, the little nick so com- 
monly recommended being too slight for securing the 
necessary relaxation of the constricting band. I am 
sure, from my own observation, that harm is more 
often likely to arise from too slight a division of the 
stricture than from one which is too free. Free di- 
vision of the parts about the neck of the hernia as a 
rule entirely obviates any chance of injury to the gut, 
whilst the possible anatomical dangers entailed in 
this free incision have been, I have no hesitation in 
saying, unduly exaggerated. 

Although I make a practice of dividing the stric- 
ture freely, I have, never had the slightest cause to 
regret it, and certainly have never seen any haemor- 
rhage which has given the least anxiety under these 
circumstances. The only case in which I have had 
any trouble whatever on accout of bleeding after her- 
niotomy was a strangulated umbilical hernia, in 
which alarming hsBmorrhage took place into the ab- 
dominal cavity from a torn omental vein. This ves- 
sel was almost certainly burst by the force which was 
necessary for the return of the hernia through a ring 
which had been only slightly divided ; had the divi- 
sion been altogether more free the hernia could have 
been reduced without any force and the vessel would, 
I believe, have undoubtedly remained intact. 

I now come to a point which is especially interest- 
ing in connection with a further difficulty which oc- 
casionally arises in the reduction of a hernia, even 
After the stricture has been freely divided. At first 
sight it is a singular fact that any difficulty should 
occur at all under these conditions, still it is quite 
certain that it is sometimes met with. For instance, 
in a case of inguinal hernia under my own care I was 
unable, after repeated division of the stricture, to re- 
duce the intestine, although on passing the finger, as 
is my habit, through the canal into the abdominal 
cavity, I could feel nothing in any way constricting 
the bowel. The only noticeable thing to be felt was 
A loose membranous fold which, springing from the 
outer wall of the canal, lay quite flaccid upon the gut 
And allowed my finger to pass by it with perfect ease. 
Whilst I was attempting to return the bowel, the end 
«f one finger being placed on it just below this fold. 



I noticed that as the gut was pushed against the fiac- 
cid flap the latter seemed to grip the bowel after the 
manner of a sling. I therefore divided the fold, and 
then returned the hernia without the least trouble. 
Here, then, the obstacle to reduction was clearly this 
loose sling-like fold. The existence of membranous 
flaps like this and the manner in which they some- 
times resist the return of the gut in operation for 
strangulated hernia have not of late received the at- 
tention they merit. Bands and flaps of this kind, 
which are not very rare, should invariably be divided 
whether they seem to compress the bowel or not, for 
if they do not actually prevent reduction it will be 
much more easily effected after their division. The 
history and mode of formation of these interesting 
folds may be conveniently reserved for consideration 
in another lecture. — Lancet^ Aug. 20, 1892. 



ELASTIC OOHSTBIOTION AS A H2EM08TATI0 
MEASUBE- 



By Nicholas Senn, M.D., Ph.D., Chicago. 

ProfMSor of Practice of Surgery aThd GHtUcoI dwrgery, Btuh 
MedicaX College. 



Dangers attending Elastic Compression of a Limb. 
— Compression of a limb by an elastic bandage, as a 
preliminary step to elastic constriction, secures for the 
tissues at the seat of injury or the fleld of operation 
perfect ischsemia, but is attended by two sources of 
danger: 

1. When resorted to in the treatment of a recent 
injury or an infective inflammation, it might force 
pathogenic microbes from the wound or the seat of 
inflammation into the general circulation, thus add- 
ing a general to a local infection, with all the addi- 
tional risks incident to such a condition. 

2. In operations for malignant disease, carcinoma 
or sarcoma, it might force tumor-cells into the sur- 
rounding tissues, or through the lymphatic or blood 
vessels into the general circulation, causing thus 
regional or general dissemination of the disease. 
These two sources of danger are not imaginary but 
real, and every surgeon with considerable experience 
can recall instances where elastic compression could 
be made answerable for the diffusion of an inflamma- 
tory process or the dissemination of a malignant 
tumor. Fortunately, Lister's experiments on the 
horse have demonstrated that, for all practical pur- 
poses, bloodless operations can be made without the 
use of the elastic bandage by simply placing the limb 
in a vertical position for a few minutes prior to the 
application of the constrictor. 

Diminution of Blood-Supply to the Limb by Gravi- 
tation.. — The influence of the force of gravitation on 
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the supply of a limb becomes apparent by placing the 
arm in different positions. If one of the upper ex- 
tremities is allowed to hang by the side of the body^ 
and the muscles are fully relaxed, the veins become 
turgid, the capillaries distended, and the volume and 
force of the radial pulse markedly increased, and a 
sense of fullness and weight is experienced. If the 
arm is now elevated and held in the vertical position^ 
within a few minutes the cyanosed appearance of the 
skin disappears and gives way to pallor, the overdis- 
tended veins collapse and are emptied of their con- 
tents, the radial pulse loses much of its volume and 
force, and the sense of weight and fullness is promptly 
relieved. If the limb is maintained in this position 
for five minutes, it is emptied of blood sufficiently to 
render operations, for all practical purposes, bloodless 
at any point below the elastic constriction. If an 
ansBsthetic is used, elevation of the limb and the 
application of the elastic constrictor should not be 
done before the patient is thoroughly under the 
influence of the ansesthetic, as muscular relaxation is 
a material aid in securing a comparatively bloodless 
condition of the limb. 

Form and Application of Constrictor, — Many sur- 
geons have been in the habit of using a small solid 
rubber cord or a rubber tube of small size as an elas- 
tic tourniquet. Both of these forms of elastic 
constrictor are objectionable, as in' either instance 
linear constriction is made, which particularly if the 
force employed be excessive as is so often the case, is 
so liable to cause temporary or permanent dainage of 
some of the important tissues interposed between the 
skin and the underlying unyielding bone. The com- 
pression should include a ring at least two inches 
wide, in order to distribute the pressure over a larger 
area, in which event important structures are more 
likely to escape injury. 

The best instrument for elastic constriction is a 
strong band of rubber at least an inch in width, of 
which at least two turns are applied side by side. In 
the absence of such a constrictor a soft rubber tube 
half an inch or more in diameter, an ordinary rubber 
bandage, or an elastic suspender should be used. As 
soon as the limb has been drained of its blood to the 
requisite extent by position, the constrictor is applied 
with sufficient firmness to interrupt at once both the 
arterial and the venous circulation. Simple as this 
advice may sound, it is nevertheless a fact that fre- 
quent mistakes are made in applying the constrictor 
properly. It is of the utmost importance that the 
pressure should first be made on the side of the limb 
occupied by the principal blood-vessels. If pressure 
is made first on the opposite side of the limb, the 
superficial veins are constricted first, and before the 
arterial circulation is interrupted, the limb presents a 



cyanotic appearance caused by an intense passive 
venous stasis. If, on the other hand, the elastic 
pressure is applied in such a manner as to arrest the 
principal arterial blood-supply first, venous return in 
the superficial veins is not interfered with until the 
circular constriction is completed, and the limb below 
the constriction is then in a comparatively bloodless 
condition, and remains so after the application of the 
constrictor. Some tact and experience are necessary 
in regulating the force required to interrupt quickly 
and completely the arterial and venous circulation. 
Less force is required, of course, when the main blood- 
vessels are near the surface and close to a bone than 
when a thick layer of muscles is interposed between 
skin and blood-vessels and the underlying bone. Pres- 
sure beyond the required degree,especially if continued 
for an hour or more, is liable to result in injury of 
muscles and nerves, and should be carefully avoided. 
Instead of using the chain or tying the constrictor iu 
a knot, it is better after encircling the limb at least 
twice to cross the constrictor and fasten it between 
the blades of a heavy haemostatic forceps. A well- 
recognized disadvantage of elastic constriction as a 
hsBmostatic measure is increased parencht/matouA 
hemorrhage. 

The profuse capillary oozing which so often follows 
the removal of the elastic constrictor, is undoubtedly, 
at least in part, due to a temporary vaso-motor paresis 
caused by the constriction. This result is obviated 
most successfully by keeping the limb in an elevated 
position at the time the constrictor is removed, and 
by maintaining this position for at least six hours. 
The intravascular tension is reduced to a minimum 
by elevation of the limb, and this condition is most 
conducive to the formation of a minute thrombus in 
each of the small vessels— capillaries, arteries, and 
veins — divided during the operation. Another ex- 
ceedingly useful resource in diminishing unnecessary- 
loss of blood, after all visible vessels have been ligated 
and the constrictor has been removed, consists in 
making firm pressure against the wounded surface. 
This is most effectually done by using a moist com- 
press of gauze large enough to cover the whole sur- 
face, which is firmly held against the wound with 
one or both hands. After an amputation, for 
instance, all the principal vessels should be sought for 
and tied before the constrictor is removed, and the 
limb held in a vertical position. A compress of moist 
gauze is then placed against the wound surface, the 
flaps brought over it, and firm compression made 
over the end of the stump with both hands for at 
least five minutes. If the capillary oozing does not 
yield to this treatment, the wound should be irrigated 
with sterilized water at a temperature of llO^F., 
which makes a delicate white film on the surface, and 
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"has u very prompt effect in definitely arresting the 
bleeding. In obstinate cases the addition to these 
expedients of an application of peroxide of hydrogen 
serves an excellent hsBmostatic purpose^ and does not 
interfere with primary union of the wound. 

Other complications arising directly from elastic 
constriction are: 

Temporary Loss of Muscular Power and Nerve 
Paralysis, — These consequences undoubtedly are 
often the direct outcome of a faulty use of the con- 
strictor. The experiments made by me show con- 
clusively that firm constriction, continued for several 
hours, almost invariably results in loss of function of 
the limb, which continues for several days or weeks. 
In these instances the disability was undoubtedly due 
to injury of the constricted muscles. If in the use 
of the constrictor more force is used than is necessary 
to interrupt the circulation, and particularly if linear 
pressure is made, injury of the muscles exposed to 
this undue pressure is very likely to be produced. 
The same can be said of injury to the nerves from the 
same cause. Two cases of nerve paralysis resulting 
from elastic constriction have occured in my own 
practice. 

For the purpose of preventing injurious pressure 
on nerves from elastic constriction, it is necessary to 
tie only with sufficient firmness to interrupt the 
arterial and venous circulation, and the pressure 
should not be linear, but distributed over a wide area, 
a ring at least one inch or two in width. The last 
requirement is best attained by using a wide band, or 
if an elastic tube or cord is used, the limb should be 
encircled several times, each turn drawn with uni- 
form force and arranged in such a manner as to 
compress with equal firmness a wide circle, thus 
exerting the same effect on the tissues underneath as 
pressure made by a wide band. If for any reason the 
constriction cannot be made at a point where the prin- 
cipal nerves are well protected by a thick layer of mus- 
cular tissue, a thick compress of gauze should be 
placed between the constrictor and the limb, in order 
to protect the nerves against injurious pressure. 

Necrobiosis and Gangrene following Elastic Con- 
striction, — Experimental research has shown that an 
ischsBmic condition and elastic constriction for two 
hours or more, are liable to produce an unfavorable 
influence on the karyokinetic processes in the tissues 
deprived of blood for this length of time. This is a 
sufficient proof that prolonged constriction retards 
the healing process. Necrobiosis, slow healing, and 
necrosis of margins of the wound, are some of the 
remote consequences which follow prolonged constric- 
tion of a limb. 

In the use of Esmarch^s constrictor in arresting 
hemorrhage that threatens life, it is practically not 



necessary to distinguish between venous and arterial 
hemorrhage. It was the consensus of opinion of the 
members of the military section of the last Interna- 
tional Medical Congress in Berlin, that it is no longer 
wise nor practical to differentiate between arterial 
and venous hemorrhage, in rendering the first aid to 
the wounded on the battle-field, or in a case of acci- 
dental hemorrhage ; that the one point that must be 
taught the soldier, the breakman, and the conductor, 
is that if hemorrhage is so profuse as to threaten life 
before medical aid can be summoned, it should be at 
once arrested by elastic constriction, — by a suspender 
if nothing else is at hand, — ^applied invariably on the 
proximal side of the seat of injury. The constriction 
must be made with sufficient firmness to arrest com- 
pletely both the arterial and venous circulation, as 
has been repeatedly insisted upon above. By apply- 
ing the constrictor only with sufficient firmness to 
diminish the arterial circulation the venous hemor- 
rhage is increased. It is by overloading the tissues 
with venous blood by imperfect constriction that 
gangrene is invited and venous hemorrhage increased. 
Internat, Medic. Magazine. 

OIEOULO-LATEEAL ENTEKOERHAPHY. 



By John D. S. Davis, M. D., Birmingham, Ala. 

By circulo-lateral enterorrhaphy is meant an opera- 
tion that approximates the bowel ends at the expense 
of the convexity of the divided ends without restrict- 
ing the caliber of the gut at the point of union. In 
all operations heretofore, in which the intestines 
were brought end to end, all methods of suture 
would cause a restricting of the bowels at the point 
of union to such an extent that the caliber was in- 
competent for physiological purposes. There was no 
method, or suture, or end to end approximation that 
was safe and reliable. 

Wherever the bowels are brought together end to 
end, there was usually a cutting off of the blood 
supply to such an extent that sloughing, in the 
majority of cases, would occur, but in the operation 
herewith proposed, constricting of the caliber is an 
impossibility and sloughing is almost unknown. 
Tliere has been a constant desire on the part of the 
profession, since anastomosis has been perfected into 
a justifiable procedure, to do away with all anastomo- 
tic devices ; but, so far, all efforts have proven use- 
less. By anastomosis, the bowel can so easily be re- 
stored to its integrity, and with such little danger 
that any other procedure, as a substitute, would not 
be attempted. Nor should the surgeon attempt it 
because of the legal responsibility. 

Anastomosis is a procedure that is not only justifi- 
able, but that cdn never easily be done away with. 
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There are certain conditions of the bowel in which 
resection is not to be thought of, and to render the 
bowel competent, a. collateral circulation must be 
established ; and to do this, there is no means that 
is so justifiable, available and easy as that of anasto- 
mosis. When we have a stenotic condition of the 
intestines, it is always perferable to flex the bowel 
and approximate laterally by means of anastomotic 
catgut plates rather than resect and restore the bowel 
to its integrity by end to end approximation. Besides, 
there are stenotic conditions of the stomach and 
bowels that result from malignant growth and tuber- 
cular deposits, necessitating lateral approximation, 
without resection, by means of anastomotic devices. 
Where a resection must be made, we can now ap- 
proximate the intestines end to end in the way pro- 
posed as to make the caliber any size we choose and 
render the dangers from perforation nil. This is done 
as follows : 

After the resection, the mesentery of the resected 
gut is left in situ, and the ends of the intestines are 
brought together by intralooped sutures that are tied 
on the inside of the bowel. This suture is first 
made on one side and then on the other of the 
mesentery. They are continued in interrupted loops 
until the bowel on each side is approximated to about 
one-half, then to increase the caliber of the gut an 
incision is made in the convexity of the approximated 
ends to any extent desirable or necessary to make the 
gut caliber large enough for all physiological pur- 
poses. After this incision is made, the line of loop 
sutures is continued until the two slits in the bowel 
are approximated just as the ends of the bowel. 
The last suture is tied and then pushed inside of the 
gut by means of a needle or small pair of forceps. 
After this, a continued or interrupted outside suture 
is rapidly carried around the line of union approxi- 
mating the serous surfaces beyond the needle open- 
ings made by the internal loop sutures. The bowel 
is lapped in the mesentery which is held by two or 
three interrupted sutures. The mesentery becomes 
engrafted upon the bowel, doubly protecting the line 
of suture and forever preventing intussusception or 
invagination. 

This operation is the result of a series of experi- 
ments made with the view of doing away with all 
foreign material for the restoration of intestinal con- 
tinuity. After many failures, my brother, Dr. W. E. 
B. Davis, suggested and demonstrated upon the dog 
that this method was not only feasible, but easy of 
execution, reliable and safe. 

In gastro-enterostomy, the end of the bowel may 
be brought in direct contact with the stomach by 
these intra-loop sutures, in such a way that the gas- 
tro-intestinal opening can be made any size desirable. 



In gastro-enterostomy, if the intestine is very small, 
we only have to slit up the intestine and bring the 
lateral sides in union with the stomach which will 
make the fistula competent and safe. Instead of 
turning in the ends of the bowel and doing anastomo- 
sis by lateral coaptation, we make an incision in the 
stomach sufficiently long for all purposes, and then 
slit up the convexity of the bowel to such an extent 
as to make it equal the size of the incision in the 
stomach. 

The approximation in an entro-colostomy is made 
just as a gastro-enterostomy. In all operations of 
circulo-lateral coaptation, the mesentery, if possible, 
should be utilized for protecting the line of suture. 
Whenever this is done, the mesentery ifi so shortened 
as to prevent the invagination and volvulus of the 
bowel at this point. 

The advantage of this operation is that the ap- 
proximation is made without the use of foreign de- 
vices and is perfectly safe and reliable. — Alabama 
Med. Surg. Age. 



THE PBINOIPLES OF TREATMEKT DT QONOSBHOEA. 



By Pbof. Neisseb, Breslau. 



At the late meeting of the International Dermato- 
logical Congress, the author formulated the rules 
for the treatment of gonorrhoea in the following con- 
clusions : 

I. The basis of all prophylactic and therapeutic 
measures in this disease is the recognition of the 
gonococcus as the cause of gonorrhoeal infection. It 
is necessary in every stage of the affection to deter- 
mine the presence and seat of the lesion. The diag- 
nosis is impossible in many acute cases and in all 
subacute and chronic cases without microscopical 
examination of the secretion for gonococci; macros- 
copic inspection alone, especially in women, is per- 
fectly worthless. 

II. The dangers of gonorrhoea are : 

1st. That the gonorrhoeal virus and the lesions re- 
sulting therefrom may not remain confined to the 
mucous area originally infected. In men the pos- 
terior urethra — so inaccessible to therapeutic mea- 
sures — the seminal ducts and epididymis may be at- 
tacked, and prostatic and vesical complications may 
arise. In females the uterus, tubes, ovaries and 
peritoneum may be affected. 

2nd. That during the later stages the gonorrhoeal 
virus extends to the deeper epithelial layers. 

Owing to this extension in both directions, both 
over the surface as well as into the deeper parts^ it 
comes about that the virus may remain for months 
or years in places difficult of access or inaccessible ; 
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that is, may form a chronic source of infection. It 
is only during the first stages that the virus is found 
in accessible places (in males the anterior urethra, in 
females the urethra and cervix) and in the superficial 
layers of epithelium, so that the disease is easy to treat, 
even by the patient himself. 

The aim of treatment in gonorrhoea should, there, 
fore, be to prevent conversion of an anterior into a 
posterior urethritis and of an acute into a chronic 
urethritis. It should therefore be commenced as 
early as possible after infection, 

III. Only medicaments should be employed which 
a. destroy gonococci ; b. increase the inflamma- 
tion as little as possible ; c, have no injurious action 
upon the mucous membrane, such as solutions of 
nitrate of silver 1-4000 to 1-2000, ammonia sulpho- 
ichthyolate 1-100, sublimate 1-30,000 to 1-20,000. 

Improper are remedies which are simply astringent 
on account of the danger of transporting the virus 
by the injection. 

Dangerous in the early stages are caustic solutions 
in strong concentration on account of the develop- 
ment of strictures, also most of the mechanical 
methods of treatment, such as the endoscope, bougies, 
etc. 

IV. The best anti-bacterial method of treatment 
in the early stages of gonorrhoea is frequent irrigation 
of the urethra, by means of which the folded mucous 
membrane can best be cleansed. In males irrigations 
can usually be replaced by injections with a large, 
well constructed syringe. In females mechanical 
methods (sponging out the urethra and cervix) are 
indicated, together with irrigation and injections. In 
the author's opinion the administration of internal 
remed ies is unnecessary. General hygienic and dietetic 
regulations, as well as local antiphlogistic measures, 
are useful and should be carried out as much as pos- 
sible, 

V. In all not perfectly acute cases it must always 
be determined whether a posterior urethritis exists 
and whether gonococci are present in the secretion ; 
only in the latter case is this early posterior urethritis 
to be treated b)^ local measures, 

VI. The duration of treatment is not to be esti- 
mated by the momentary success which often ensues 
very rapidly ; it must usually be continued for a long 
time, although less energetically. The aim of our 
therapeutic efforts should be positive and not rapid re- 
sults. 

VIL The treatment of so-called chronic gonorrhoea 
in males and females must be based upon the deci- 
^ sion of the question whether it is actually gonorrhceal 
infection or non gonorrhceal. 

VIII. If in a male gonorrhceal virus is still pre- 
sent in the secretion of the anterior or posterior 



urethra, its destruction is best accomplished by irri- 
gation or Guyon^s instillations. If the chronic 
gonorrhoea is no longer of gonorrhceal character the 
method of treatment will depend upon the patholog- 
ico-anatomical changes of the mucosa or submucosa. 
In the majority of cases the lesions are so slight that 
irrigations or instillations are all that is required. 
Deeper changes in the mucous membrane must be 
exactly localized by the sound, endoscope, etc., and 
require more energetic treatment (dilation, massage, 
caustics). 

IX. The treatment of gonorrhoea in females is 
much more difficult than that in males. An esti- 
mate of the theraputic effect can only be formed by 
repeated miscroscopical examination of the secretion. 
The treatment of recent urethral and cervical gonor- 
rhoea should be instituted at as early a period as 
possible, and with more than ordinary vigor, for the 
reason that uterine, tubal, ovarian and peritoneal 
infection are liable to result which are cured, if at 
all, with great difficulty. 

More attention should be paid to the frequent 
occurrence and therapeutics of rectal gonorrhoea, 
because this form of the disease seems to be the starting 
point of many chronic rectal ulcers. — Internat.Klin. 
Rundschau^ Oct. 9, 1892. 



ESMOBEEAQE INTO BTTB8S. 



By De, Lucy, Plymouth, England. 



Haemorrhages and sudden serous effusion into the 
cavities of bursse have not received much notice or 
the attention they deserve. Haemorrhage into a 
bursa is traumatic in origin, and may follow (a) con- 
tusion or {h) severe and sudden movement of a joint 
over which the bursa is situated. The sacs most liable 
to this injury are, in order of frequency, (1) the two 
pre-patellar, subcutaneous and sub-fascial; (2) that 
over the olecranon process; (3) that over the tuber 
ischii; and (4) the subacromial bursae. The position 
of these over bony surfaces or " points," favor the 
production of this condition. 

In support of these statements I append the follow- 
ing cases as typical of the two chief causes: 

1, An old man, aged seventy, a month before 
coming under notice fell and struck his buttock. A 
swelling over the right tuber ischii quickly appeared 
which has remained the same size, the skin over it 
now being red and oedematous. On incision the tumor 
was seen to consist of a glistening cavity lined with 
blood clot, which was turned out and drainage estab- 
lished. It would not close so the bursa was excised, 
and the patient made a good recovery. 
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2. A coal-heaver, aged forty, when lifting a weight, 
felt a ^' click *^ in the right elbow, and found a soft 
swelling at the point of the elbow. This '^ hardened'* 
on the way up to the London Hospital, and on 
admission I found a tense, painless swelling in the 
situation of the olecranon bursa, which on palpation 
was found to contain clot. The history here was so 
circumstantial that I regarded it as a case of hemor- 
rhage into a bursa following exertion. In a similar 
manner a fall on, or the impact of a falling body on, 
the point of the shoulder causes the sub-acromiai 
bursa to fill ; subsequent crackling on active or pas- 
sive movement has led to the diagnosis of fractured 
anatomical neck,'' etc. 

Signs and symptoms. The subject of haemorrhage 
is important because the signs accompanying the 
presence of blood in burseal sacs are those which would 
lead us to confidently expect pus, and I have seen 
many cases of enlarged bursae treated by incision 
when the sole contents were blood in various states of 
change, or merely serum more or less blood-stained. 
Following a blow, fall, or severe strain, a swelling 
appears in the anatomical position of a bursa ; this 
enlargement comes on rapidly — usually in a few 
minutes—- and the patients tell you that the lump has 
been **the same size ever since the fall," etc., a most 
important point in the history. On palpation fluctua- 
tion is readily obtained with a certain amount of pain 
and tenderness, especially when caused by contusion ; 
in a few days ^redness and oedema of the skin over 
and around the bursas appear, and we have the classi- 
cal cardinal signs of inflammation (** tumor, dolor, 
rubor, calor") present, but as we shall afterwards see, 
not pus but **cruor." The thermometer is here our 
best, though not an infallible aid. In haBmorrhage 
pure and simple, although the signs of suppuration 
appear so unequivocal, we find the temperature rarely 
above normal. Relying on signs alone, I have seen 
many bursse opened as abscesses, to find nothing but 
blood-clot or serum, with, in some cases, such as the 
pre-patellar bursas, thin pus in the subcutaneous, but 
blood-clot only in the thick- walled subfascial cavity, 
analogous to the so-called ^^reflex abscesses " outside 
a joint the seat of commencing disease. It is in these 
cases that ecchymosis is not present ; when it is no 
doubt exists as to what composes the tumor contents. 

Crackling or rubbing is a sign especially marked 
on palpating a sub-acromial bursa filled with blood- 
clot. The so-called *' melon-seed bodies," so often to 
be demonstrated by palpation at the bottom of such 
bursse as the olecranon and pre-patella, are, I take it, 
evidences of former haemorrhage, being composed of 
condensed decolorized (more or less) fibrin, either 
free in the cavity or moored by a longer or shorter 
pedicle to the interior; occasionally they are fixed and 



sessile. My object in calling attention to these points 
is to prevent bursas being needlessly opened, for 
tedious suppuration almost invariably follows and the 
bursa has to be excised. 

Treatment. The limb should be immobilized on a 
splint, an ice-bag or evaporating lotion applied, and 
rest of the joint ensured for several weeks if the 
patient be anaemic or tubercular, in order to prevent 
suppuration. The swelling slowly subsides, leaving 
* ^melon-seed bodies" behind, and these seem to be the 
starting point of the hemorrhage following exertion. 
That haemorrhage into bursae is more common than 
it is supposed, is proved by finding broken-down clot 
in the contents of abscesses caused by the bursting 
of a suppurating bursa into the subcutaneous tissues 
— e. g., round the knee-joint. — Lancet. 



EADIOAL TEEATMEFT OF HYDROOELEi 



By Thomas S. K. Morton, M.D. 

In an instructive paper the author presents the fol- 
lowing conclusions : 

1. Simple tapping, the injection of tincture of 
iodine or carbolic acid, and aseptic incision (with or 
without excision of a portion of the sac) are alone 
employed to any extent in the modem radical treat- 
ment of hydrocele. 

2. Although other injection materials — notably 
bichloride of mercury solution and iodoform — have 
been commended, yet clinical proofs of their effici- 
ency are lacking. 

3. Simple tapping, under full antisepsis, may be 
relied upon to relieve any hydrocele and will cure a 
small percentage of cases. 

4. The injection of moderate amounts of tincture 
of iodine ( 3 j to 3 iv) or carbolic acid (m. xx to 3 j) will 
cure about 85 per cent, of the simplest forms of 
hydrocele. These two agents appear at present to 
stand almost upon an equality as regards percentage 
of cures and complications, but the acid has the ad- 
vantages of not giving rise to pain or shock and pro- 
duces a much shorter period of disability ; it appears 
also to be steadily gaining in popularity, and has 
cured many cases where the previous use of iodine 
had failed. 

5. Cocaine should not be employed to prevent the 
pain incident to injecting iodine, on account of its 
erratic and occasionally fatal constitutional effects. 

6. The following conditions should prohibit any 
attempt at radical cure by irritant injections : 

a. Disease of the testicle or cord. 

h. Hydrocele complicated by hernia or the pre- 
sence of a hernial sac, or where there is any 
doubt as to the relations of the hydrocele sac 

c. The presence of multiple cysts. 
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d. Cloudiness of contained fluid. 

e. Thickening or tuberculosis of the cyst walls. 
/. Presence of considerable pain. 

g, presence of syphilis^ tuberculosis or any de- 
praved physical condition. Potassium iodide 
will cure most hydroceles of syphilitic origin. 

A. Where communication with the abdominal 
cavity cannot be excluded. 

i. The failure of previous attempts to cure in 
this manner. 

;• Oreat size of cyst. 

t. Extreme old age or where the cyst is developed 
in childhood. 

7. A considerable time should be allowed to pass 
after reaccumulation of fluid following injection be- 
fore undertaking other treatment, as the effusion is 
apt to be inflammatory and to disappear in time. 

8. While many complications and even deaths re- 
sulting from attempted radical cure by the injection 
method are on record, yet most of these can be traced 
to violation of the above mentioned contraindications^ 
to the employment of too large a quantity of the 
irritant^ to the neglect of antisepsis, and to injecting 
into cellular tissue. 

9. The method of tapping and injection is the 
method par eaxelUnce for those not familiar with the 
technique of surgery. 

10. Permanent cure may be anticipated with al- 
most absolute certainty^ where the operation of inci- 
sion and packing of the sac iQ performed. Failures 
under the Yolkmann method can often be traced to : 

a. Overlooking small secondary cysts or cartilage- 
like bodies, or failures to recognize disease of 
the testicle or cord. 

i. Attempting to secure primary union. 

e. Too early removal of the drain tube, where 
that method of drainage has been made use of. 

d. Too small an incision. 

11. The substitution of gauze packing for the 
drain tube in Volkmann's operation will probably 
prevent most of the complications that have been re- 
ported, and secure, with proper attention to minute 
secondary cysts, a uniformly radical and safe cure. 

12. The death rate from simple incision and drain- 
age is no greater than is that from injection of iodine. 
Sepsis and careless hemostasis are responsible for al- 
most all complications and reported fatalities. 

13. Excision of a portion of the sac — Bergmann^s 
operation — is probably unnecessary and unjustifiable 
except where the tunic is exceedingly thickened or 
otherwise extensively diseased, as when containing 
calcareous patches or tubercular infiltration. 

14. Incision of the sac may be performed under 
any of the conditions which contraindicate irritant 
injections except extreme youth, and certain consti- 
tutional conditions. 



15. In double hydrocele both should never be in- 
jected at the same time, but double incision may be 
done when the local and general conditions are 
favorable. 

16. A radical cure can only be promised when in- 
cision is employed, — Philadelphia Polyclinic. 



THB STmaiOAL TBEATHENT OF BEOTAL OANQES. 



By Dr. G. B. Schmidt. 



In a paper based upon the surgical material at the 
Heidelberg Clinic, the author estimates the value of 
the various operative methods employed in rectal can- 
cer. In some of the cases the growth was removed 
by the perineal method, in others by the sacral, while 
in still others conservative procedures were resorted 
to, such as curetting, cauterization, or establishment 
of an artificial anus by lumbar colotomy. Circular 
incision around the anus and separation of the neo- 
plasm from the underlying parts according to Lis- 
frank's method, was practiced in cases where the 
cancer had commenced in the neighborhood of the 
anus or had invaded the parts to the outside of the 
latter. If the neoplasm was situated higher up and 
was freely movable, Dieffenbach's incision was em- 
ployed in the anterior and posterior raphe. Subse- 
quently, the latter procedure was replaced by 
Kraske's method. As regards the parasacral pro- 
cedure, the author states that the after-treatment 
presents greater diflSculties, and that the applicatioji 
of the circular suture of the intestine in the depths of 
the large wound of the soft parts is laborious and can 
be accomplished l6ss perfectly than with tlie other 
methods. 

The mortality in perineal operations was 3. 1 per 
cent.; among thirty-six patients operated upon by 
the sacral method, seven died, a mortality of 19,4 per 
cent. The total mortality was 11. 7 per cent. As 
regards the ultimate results, the duration of life in 
cases operated upon by the perineal method was on 
the average two years, at the most four years after the 
operation. Of thirty patients operated upon during 
the last six years, ten are still alive, six of which have 
lived more than two years. Of the cases operated 
upon by the sacral method, 31 per cent, died during 
the last six years, partly ui consequence of local recur- 
rences and partly from metastases ; 62 per cent, are 
still living, of which eighteen patients had survived a 
period of two years. 

The author finds that with reference to the pre- 
servation of continence of feces the sacral method of 
resection of the diseased gut and circular suture 
gives the best results. Relative continence existed 
after all perineal operations. — Beitr, Zur Klinischen 
Chirurgie, Bd, ZZ, Eft, 2. 
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nrjusiBs OF the labgeb vehous tbunes. 



By Dr. Niedbrgall. 



Since the introduction of antisepsis, ligation of the 
large veins is no longer followed by suppuration, ex- 
tensive thrombosis, infection of venous thrombi and 
pyaemia. The methods employed for partial injury of 
the venous coat, which aim to preserve the lumen of 
the vessel by lateral suture of the wounded vein, 
have latterly given much better results than formerly. 
These methods which are discussed by the author in 
extenso, coniprise compression by tampons, lateral 
ligature, suture of the vein, and finally lateral 
clamping of the vessel, the instrument being tempor- 
arily left in place. 

The author thinks that in cases of small punctured 
wounds of the venous trunks with slight wounding 
of the soft parts compression by means of antiseptic 
tampons may give rise to healing of the venous 
wound with preservation of the lumen. In more ex- 
tensive injuries compression is not advisable, inas- 
much it is impossible to preserve the lumen ; besides 
it cannot be relied upon to arrest the hemorrhage. 
But even in cases of small wounds this method will 
only prove successful if the wound remains aseptic and 
the walls of the vein are healthy. In the author's opin- 
ion, lateral ligature may sometimes effect healing of 
the wounded vein, with preservation of the ^umen. 
This method cannot, however, be recommended with- 
out reservation, as it is not free from the danger of 
primary hemorrhage in consequence of slipping of 
the ligature — an accident which is the more likely to 
occur since by application of the ligature the vein is 
shortened in its longitudinal axis. The lateral liga- 
ture is more suitable where venous branches are 
wounded near the place where they empty into a 
a main trunk ; it is only indicated in small wounds 
of the veins and if the vessel walls are intact, for if 
the latter are friable or otherwise changed the sharp 
thread is apt to cut through the wall. 

On the ground of his experiments, the author 
strongly recommends suture of the veins in cases of 
clean-cut, longitudinal and transverse wounds which 
are too extensive to permit of lateral ligature. 
Suture is free from the danger of hemorrhage, but 
to insure success by this method the walls of the 
veins must not have suffered a change of nutrition in 
consequence of contusion, disease, etc. In 45 cases 
the author obtained an excellent result by lateral ap- 
plication of clamps which were allowed to remain 
for twenty-four hours. He considers this method of 
great value in lateral injuries of the great venous 
trunks, and thinks that it has some advantage over the 
other procedures. Thus the lumen of the vessel is 



only slightly encroached upon by the clamps, and in 
practising this method, it is not necessary to lay bare 
the vein, as must be done in application of the lateral 
ligature and suture. Pean^s forceps are recommended 
as clamps, which should be removed at the end of 
twenty-four hours. The author has treated altogether 
53 cases by the latter method. — Deut Zettsehr. f. 
Chirurgte, Bd. XXXIII, HfU, 6. 



8TIEGEEY DT THE FUTTJEE.* 



Addrenof ProfeMor Paul Pry, Jr., to the Medical BoUOif ai 
the Annual Meeting, June 9, 1998. 



Getulenien: — I propose to bring to your notice to- 
day :. remarkable result of the apphcation of the 
principles of a scientific physiology to the development 
of the human race. But first I ask your indulgence 
for some brief introductory remarks. 

You have all read, that in the latter portion of the 
nineteenth century, at, and following the introdac- 
tion of antiseptic and aseptic methods, the surgeons 
of that date exhibited great boldness and no little 
skill in opening the greater cavities of the body to 
enable them to treat directly the conditions of the 
internal organs. 

And many here present must have personal recol- 
lection of the fact, that, at a later date, my honored 
sire, noticing that his cures by abdominal section 
necessitated the reopening of the cavities at frequent 
intervals, conceived the brilliant idea of closing the 
wound of the original operation by buttons and but- 
ton-holes, thus affording the professional attendant 
an opportunity at any future date to inspect the con- 
dition of the organs without the delay and trouble of 
parietal section. 

It is hard for us to-day to realize the boldness 
required for devising and executing what is to us an 
every-day matter. As an instance of his acnrate 
Judgment, I point with pride to the fact that no 
better substitute has been found for the decalcified 
bone buttons he used in his first case, and if the car- 
bolized catgut loops, which he then employed, have 
been supplanted by the button-holes worked by my 
patent button-hole machine, such a trifling modified 
technique should in no way be allowed to detract 
from the credit due to him for this great advance in 
surgical science. 

Nearly forty per cent, of our population, who can 
at present walk into their doctor's oJ95ce, and by 
simply unbuttoning their bellies, can get his advice 
upon the state of their livers or bowels, attest the 
immense value of the procedure due to his wise fore- 
sight and profound ability. 

* From advanced sheets stolen by a deteotlye reporter for the d» 
press.— Bofton MedU. and Surg, Jour., Oct. 90, 1892. 
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One remark of this able man not long before his 
lamentable decease was : '' My son, in making a but- 
ton-np belly I have but restored an original feature 
of the race. I'he umbilicus, that persists still 
upon the human abdomen^ is still known to the 
vulgar as * belly button,' and is evidently a survival of 
the earlier row. Cannot this useful condition be 
restored by breeding and natural selection P '^ 

Acting upon this hint I have long hoped to be able 
to follow up the investigation which he suggested. 

Early this year, a young couple, about to be mar- 
ried, and who both required the removal of their 
appendices vermiformes, came to my clinic and I per- 
formed laparotomy as usual. The cost of the opera- 
tions proved a serious obstacle to their projected 
marriage, and gave me an unexpected opportunity. 
As the result of my proposals it was agreed between 
us that they should be married by an antiseptic 
clergyman and take up their residence in my suite of 
sterilized glass chambers — both to remain until con- 
ception was assured. After that was beyond doubt, 
the husband was allowed to go out and in under the 
strictest antiseptic precautions. Every possible care 
was taken to protect the lady from disturbing influ- 
ences, aud she remained in strict seclusion until 
confined. 

A few days ago I had the pleasure of delivering her 
of a healthy, well-grown infant — female— which, to 
my great delight, presented in its anterior median line 
the artificially induced abdominal condition of the 
parents. From chin to labia majora a row of buttons 
and buttonholes extended. There was nothing 
remarkable about the labor except the fact that the 
infant was buttoned on to the placenta instead of 
being connected by a cord as usual. But as I fortun- 
ately had my belly-buttoner in my pocket, I had but 
little trouble from this source. 

I am now about to present both the parents and 
child for your inspection ; but 'ere I do so, I must 
state one most wonderful instance of the strength of 
maternal impressions. Carefully as I thought I had 
secluded the mother from external influences, I made 
one serious omission. Her meals were served by a 
thoroughly sterilized page who wore the usual adorn- 
ment of his class. To my astonishment and regret 
the buttons of the infant, instead of being animal 
tissue, are of the shiniest brass. I will now, with 
your permission, introduce my friends, Mr. and Mrs. 
Grimes, and their infant. 

NoTB 1.— President Paul Pry, Sen., so affectionately spoken of by 
his eminent son in the above address, died at an advanced a^ some 
years nince. The oanse of death was heart failure f ollowinfr an opera- 
don to replace his cirrhotic liver with one from a healthy pi^^. Weak as he 
waB, he detected the fatal error of limiting the transfer to a single organ; 
and as he died, granted : ** They should have gone the * whole hog or 
none.' " 

NoTB.— Mr. Grimes, the father of the interesting infant, whose genesis 
Is stated above, is a lineal descendant of the Grimes who is the subject 
of a weU-known poem of Albert G. Greene. C. F. C. 



THE TBEATMENT OF BUBOES. 



By Dr. T. Spietschka, Prague. 



The measures for the treatment of buboes may be 
divided into the direct and indirect. The former 
consist in operative removal of the glands, the open- 
ing of glandular abscesses, or the introduction of 
medicaments into the gland ; the latter aim to effect 
absorption of the morbid material by application of 
external agents; 

The latter would be the ideal method of treatment, 
but has proven useless in cases where the glands have 
gone to suppuration, although it may occasionally 
succeed if suppuration has not yet taken place. Zeissl 
says that it is seldom possible to prevent or arrest 
suppuration in buboes resulting from soft chancre, 
while Auspitz, as far back as 1873, expressed himself 
very unfavorably regarding the various internal and 
external remedies employed for the prevention of 
bubo. 

In the clinic of Prof. Pick, at Prague, applica- 
tions of ice and tincture of iodine have been long 
since discarded as useless or even injurious ; and 
resort was had to such measures, as rest in bed, 
administration of purgatives, cataplasms, and inunc- 
tions with blue ointment in cases where suppuration 
had not occurred. Since April, 1891, the treatment 
of suppurating buboes has consisted in entire removal 
of the affected parts, inasmuch as simple puncture, or 
aspiration of the pus was found ineflScient. Other 
direct measures, such as injection of sublimate or 
carbolized solutions, emulsions of iodoform were tried, 
but soon rejected. 

The operation as practiced in Prof. Pick's clinic, was 
quite simple; if the glands had undergone liquefac- 
tion all that was required was wide incision, thorough 
scraping of the wound cavity with the sharp curette 
and opening of sinuses and recesses. In cases where 
the large glandular tumors were firmly adherent to the 
neighboring parts or where a large amount of cicatricial 
tissue, resulting from previous incisions was present, 
the conditions for treatment were more difficult. It was 
necessary here to extirpate the entire diseased struc- 
tures, and owing to the large amount of tissue to be 
removed and the proximity of the femoral vessels, the 
operation became much more difficult, and large 
defects which healed slowly were left. The operation 
was usually performed under chloroform anaesthesia, 
unless in cases of small buboes, where cocaine was 
employed. The dressing consisted of iodoform gauze, 
sometimes of Peru balsam. 

In 1890, one hundred and twelve cases of severe 
suppurating lymphadenitis inguinals were treated in 
Pick's hospital wards. Of these twenty-five were 
treated by indirect measures; the others by operation. 
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The duration of treatment was on the average forty- 
two days, and tlie results were excellent. 

In 1891, Dr. E. Welander [Archiv, /. Dermat u. 
Syph,) reported some experiments with an abortive 
method of treating buboes. In forty-one cases where 
suppuration had not occurred, he obtained excellent 
results from injections of a one per cent, solution of 
benzoafce of mercury. He employed one gramme of 
the solution, injecting it all in one place, but gener- 
ally in two places. Although among his cases there 
were eight in which distinct fluctuation was present, 
30 patients (73 per cent.) were cured by this procedure 
alone. 

After a successful trial Welander's method was 
adopted in Pick^s clinic. Instead of the application 
of a moist sublimate dressing, renewed several times 
daily, as recommended by Welander, compresses 
moistened in solution of acetate of alumina were 
employed, which were better borne by the skin, requir- 
ing renewal only once daily or even on alternate days. 
It was soon found that the remedy could be utilized 
in a larger number of cases than had been stated by 
Welander. Larger quantities of the solution were 
also injected, from two or three or even four syringe- 
f uls, and the injections were sometimes repeated, the 
resulting abscess being evacuated by simple puncture 
with the bistoury. 

The course of cases treated in this manner is usually 
as follows: At first the swelling becomes more pain- 
ful; in most cases there is a rise of temperature on 
the same or following day, which subsides in two or 
three days, and seldom exceeds 39^ 0. During the 
first few days after injection the swelling appears 
more inflamed, it becomes larger and redder, and 
frequently fluctuation occurs in buboes which pre- 
viously had not shown its presence. Puncture often 
gives vent to a few drops of pus. Subsequently the 
fluid expressed becomes clearer, the inflammatory 
appearances decrease, and thus we sometimes suc- 
ceed in aborting a buboe. Frequently one injection 
will not suffice and two or three are required. 

Often, however, the course of the case was different; 
the fluctuation appearing after the flrst injection 
failed to subside. Aspiration proved useless, because 
the cavity again filled up. Better results were 
obtained when the cavity was opened, so that the 
fluid could drain out constantly. For this purpose 
the deepest portion of the fluctuating swelling was 
incised with a bistoury to the extent of 1 cm., the 
contents evacuated, and the cavity irrigated with 1- 
1000 sublimate solution ; a little iodoform gauze was 
introduced into the opening to prevent its closing too 
soon, and then a dressing of acetate of alumina was ap- 
plied. The fluid discharged was usually thick, of dark- 
brown color, contained numerous necrotic masses, de- 



generated blood cells, but few pus corpuscles. Although 
at flrst profuse, in a few- days it became scantier 
and assumed a bloody-serous color. At every change 
of dressing, every second or third day, the cavity was 
well irrigated. It gradually diminished in size, the 
infiltration disappeared, and finally the opening 
closed. 

This procedure was frequently employed with suc- 
cess it cases where fluctuation was already present 
before injection, if the skin was still of healthy charac- 
ter. It was also resorted to in cases where a cure 
could not be expected by this means alone, preparatory 
to operation, to render the wound aseptic, to substi- 
tute for excision of still indurated glands the simpler 
method of opening and curetting the abscess. In this 
way the operation was simplified in a large number of 
cases. 

Among 62 cases treated at the clinic up to Novem- 
ber, 1891, injection alone sufficed in 37.7 per cent, to 
effect a cure of the adenitis. In twelve the glandular 
abscess had to be punctured after injection. In six- 
teen, after use of the injections a wide incision with 
curetting of the cavity was necessary, so that in only 
eleven cases were more complicated operative pro- 
cedures required. — Prager Medidnische Wochensch. 
No. 34, 1892. 



The Treatment of Rodent Ulcer— In an 

interesting article on rodent ulcer. Prof. Dubrenilh 
states that in the surgical treatment we have oar 
choice between three measures: caustics, extensive 
excision, and curetting. The strong caustics, such as 
Vienna paste^ destroy too much or two little, and are 
only adapted for circumscribed ulcers of patients 
who fear a bloody operation. In his opinion, wide 
excision is the best method, whenever it is possible, 
but is only indicated if the disease is not too extensive 
and if it is not seated upon the face. If, however, as 
is usually the case, the lesion is found upon the nose, 
in the vicinity of the eyelid, such an operation is only 
admissible where it runs a rapid and destructive 
course. In the benign cases, which are the most 
frequent> the author uses the curette, followed by 
cauterization with trichloracetic acid or chloride of 
zinc. By this method too much tissue is not destroyed 
and the scar is small. Recurrences, which are rare, 
may be treated in the same manner. In the worst 
cases the disease can be controlled by extirpating two 
or three nodules every year. The author observed as 
many recurrences after application of caustics as after 
excisions. Inasmuch as the disease does not threaten 
life, extensive operations, such as are employed in 
cancer, are contraindicated.— fTiw^. Medizin, Prease, 
No. 42, 1892. 
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8ur^i(:al /Hemorai^da, 



Excision of the Breast for Cancer.— Mr. W. 

Watson Cheyne, sums up as follows : " In all cases 
there should be free removal of the skin, especially 
over the tumor, very free indeed, if the skin is actu- 
ally the seat of disease ; complete remoyal of the 
breast bearing in mind its great extent, removal of 
the pectoral fascia coextensive with the breast and 
right on to the sternum, along with a thin layer of 
the muscle behind the tumor and the main part of 
the breast ; removal of the fascia over the serratus 
magnus in the axillary region and of all glands and 
fat from the axilla, not by pulling out the glands, 
but by clean disection ; further, if the tumor is ad- 
herent to the pectoral muscle, removal of large 
strips of that muscle. This may seem a very ex- 
tensive operation where the tumor is small, but the 
object of the operation is not to remove the tumor, but 
to rid the patient of her disease, and that can only 
be done by removing, as far as possible, all the prob- 
able seats of recurrence. The operation is fortun- 
ately one in which, if performed aseptically, the 
question of mortality does not come into play, and 
the results of this free removal seems to promise 
well. Although I have been brought up to deal 
more freely with these cases than used to be the 
fashioji, my impression is that there has been an im- 
provement as regards recurrences since. I began 
to act closely in accordance with the recent patholo- 
gical researches. During the last two years, I have 
operated in this manner in over twenty cases, and 
recurrence has only as yet taken place in three in- 
stances, in one case being intra-thoracic, and in an- 
other in the form of a small nodule in the skin, over 
the angle of the scapula, three inches and a quarter 
away from my former incision in the skin — a strik- 
ing instance of the necessity of free removal of the 
skin once it has become involved in the disease. — 
The Lancet. Aug. 13, 1892. 



Vaginal Enucleation of Uterine Myomata. 

— Prof. H. Chrobak, in a monograph on this subject, 
reports forty-three cases operated upon by this 
method, with only one death. His conclusions are as 
follows : 

1. Vaginal enucleation of uterine myomata is in- 
dicated in a certain series of cases ; with this limit- 
ation it is far less dangerous than other operations 
for myoma. 

2. This procedure is especially adapted in the early 
stages of cervical, submucous and also interstitid 
myomata, if the uterus is movable and can be easily 
drawn down. 



3. To determine the seat of the tumor the uterus 
should be well dilated and the interior examined 
with the finger. 

4. Contraindications to the operation are the pre- 
sence of multiple tumors, or subserous seat of the 
myomata, as well as diseases of the adnexa. 

6. Other contraindications are a long, hard 
cervix, incapable of dilatation, large size of the tumor, 
the presence of inflammations of the pelvic cellular 
tissue, peritoneum, etc. 

6. Intra-uterine disintegration of the neoplasm 
should be carried out as completely as possible. 

7. Excessively large myomata extending up to the 
umbilicus present disproportionate difficulties to en- 
ucleation. 

8. In case of necrosis and suppuration of myomata 
vaginal enucleation is especialy indicated, so long as 
the disease is confined to the uterus alone. — Prager 
Medicin. Wochenschr. 



The Treatment of Empyema of the Antrum 
of Highmore. — ^Professor Ohiari, of Vienna, reports 
twenty-eight cases of this affection and formulates the 
following rules as to treatment : 

1. In very rare cases empyema, due to alveolar peri- 
ostitis, may be cured by extraction of the robt of the 
offending tooth alone. 

2. Continued irrigation of the nose may also effect 
considerable improvement. 

3. Injections into the antrum, even if undertaken 
regularly and thoroughly, frequently do not bring 
about a cure, although, as a rule, some improvement. 

4. In cases of recent suppuration resulting from 
alveolar periostitis a few injections usually suffice to 
produce a cure. 

5. In only one case was it found possible to success- 
fully inject the ostium maxillare in such manner 
that pus was discharged together with the injected 
fluid. 

6. Systematic injections can be easily and conven- 
iently made through the alveolar process, to make 
them through the lower nasal passage is a very labori- 
ous procedure, carried out by the patient only with 
great difficulty. 

7. Insufflations of iodoform powder do not give 
positive results. 

8. During all these various proceedings the antrum 
should be closed up toward the mouth. 

9. The most reliable results are afforded by tampon- 
ing the antrum with iodoform gauze, which rapidly 
arrests suppuration. It should be practiced only once 
a week, can be easily carried out by every physician, 
and shuts off the antrum from the mouth. 

10. Preparatory to tamponing an opening varying 
in size from 4 to 6 mm. is usually made in an alveolus. 
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The opening may be made in the canine fossa, but 
only if a perforation exists there already, or the 
patient refuses to sacrifice a tooth, or if it is desired 
to thoroughly curette the cavity. Tamponing through 
the canine fossji, however, is always a difl&cult and 
painful procedure. — Prager Medicin. Wochenachr, 



Treatment of Acute Epididymitis.— Dr.Rohrig 

recommends the application of the rubber bandage in 
this disease, which he has employed for the past four 
years. Under its use the duration of the disease is 
shortened and usually the testicle has returned to its 
normal size within eight days. The rubber bandage 
can be easily removed by the patient himself, and 
need not be as frequently changed as the adhesive 
plaster dressing. It is applied as follows: 

•A rubber bandage, two metres long and five centi- 
metres wide is required. Grasp the inflamed organ 
from below, so that the epididymis is little, if at all, 
compressed. Then make two or three turns above the 
latter so as to give a point of support for the other 
turns which are made from side to side of the peri- 
phery, forming reverses whenever required. The 
lower portion of the swelling is left free, so that it 
may be determined whether the compression is too 
firm, as indicated by the bluish discoloration. If the 
compression is not too strong the pain ceases within a 
few minutes; but if it increases the bandaging must 
be repeated.— 77wra;?. Monatsch., No. 9, 1892, 



Rectus — Dawson Technique for Trache- 
otomy. — Dr. Thomas H. Manley combines Beclus' 
hypodermic injections of cocaine with Dr. W. W. 
Dawson's hemostatic method in operations for trach- 
eotomy in adults {Jour. Am, Med, A88*n.). He 
says, that it is an enormous gain, to be able to annul 
sensation, without prolonging anesthesia, in those 
cases of extreme stenosis of the larynx, in which ether 
or chloroform is administered with both difficulty 
and danger ; and, besides necessitating the presence 
of two or more assistants. Cocaine is a powerful 
styptic as well as an analgesic. By combining Daw- 
son's operation of securing all the vessels, as we sink 
into the deep tissues of the neck, the denuded trach- 
eal rings are exposed and divided, without a drop of 
blood entering the windpipe. 

This method he claims, when its details are fully 
carried out, strips one of the most dangerous opera- 
tions in surgery of all its former terror, and renders 
it possible for the operator, in an emergency to pro- 
ceed alone without haste, or embarrassing complica- 
tions which are so common in pulmonary anesthesia. 
— Weekly Med. Review, Oct. 20, 1891. 
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Irrigation of Operation Wounds. — In the 

American Journal of the Medical Sciences, is an inter- 
esting discussion of the value of irrigation of wounds. 
Irrigation is rarely employed in wounds known to be 
free from infection, and with few exceptions, strong 
solutions are no longer used. To these strong solu- 
tions do we owe a number of fatal intoxications in the 
past. Surgical dressings are now less bulky and 
cumbrous ; they are left longer undisturbed ; and 
they can be bandaged on with less pressure, an im- 
portant item in the case of amputation of limbs. The 
dryer the operation, the dryer the course of healing. 
Irrigation of an aseptic wound is unnecessary, even 
harmful. Irrigation should be only employed in 
wounds which are per se not aseptic, as those in the 
vicinity of or within the several orifices of the body 
— as the rectum, oral cavity and vagina ; it is well 
employed during operations in and about infected 
and suppurating areas. The exception to all this is 
the abdominal cavity, where irrigation is never to be 
employed. On account of its complex character the 
peritoneal cavity cannot be completely washed clean ; 
germicidal solutions cannot be used in a strength 
sufficient to be effective, while weak solutions will 
only aid in spreading the infection to previously un- 
affected areas. The tolerance of the peritoneum is 
almost incredible; but let the limits of peritoneal 
tolerance once be overstepped and the damage is irre- 
trievable. — National Med. Review 



Wound Treatment.— Dr. P. J. Thornbury states 
that the forcible irrigation of suppurating wounds 
does not simply wash away the purulent secretion, 
l^ut may tend to force infectious material into the 
wound. He thinks that under no other circumstances 
are the conditions for the working of an antiseptic so 
unfavorable as by the method of irrigation as usually 
practiced. In fresh infected, and still more in old 
contaminated wounds, the septic germs are already 
enveloped in blood clots and imbedded in the tissue 
particles and dried secretions or crusts. The ordinary 
antiseptics in dilute solutions cannot permeate these 
substances to come in contact with contained organ- 
isms, while the richly albuminous wound secretion 
enters into combination with the antiseptic during 
the irrigation, thereby reducing its effect or de- 
stroying its action. The short continuance of anti- 
septic irrigation also precludes the probability of 
organisms being destroyed. On the other hand the 
antiseptic solution may damage the tissues, and by 
causing especially active secretion, delay healing. 
For these reasons the author pleads for the dry method 
(Bergmann^s) of treating wounds. — Buffalo Med, and 
Surg. Journ. 
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Editorial Depart/i\ei>t. 



IlEvir yorKi de^cembbr, ib^z. 



THE PBEVHSTTIOH OF PEKITOIIITIS. 



In a paper read before the Harveian Society^ of 
London, which is published in the British Medical 
Journal^ Nov. 12, 1892, Mr. Lawson Tait discusses 
the nature and prevention of peritonitis; and his views, 
based upon an immense clinical experience^ are so 
thoroughly practical that they cannot fail to prove of 
interest to every practitioner. Mr. Tait's theory of 
the function of the peritoneum differs essentially from 
that given in most text books. He believes that its 
importance .in the human economy is so great that it 
should be ranked almost next in order to the brain^ 
and does not subscribe to tlie view commonly expressed 
that its chief function is to allow free movement of 
the organs it envelops. In his opinion^ the strange 
and invariable plications of this membrane, the ex- 
ceeding vascularity of its surface, the presence of 
innumerable stomata, and the profuse nerve supply 
derived neither from the motor nor sensory system, 
all point to some active function, whether it be that 
of secretion or absorption. All the organs actively 
engaged in the primary preparation of the systemic 
nutrients, are not only enclosed in the peritoneum, 
but all the blood gathered from these great organs is 



collected by a series of minute venous radicles exposed, 
voluminously and immediately under the peritoneal 
epithelium to any influences which may arise from 
it. 

With regard to the causes of peritonitis, Mr. Tait 
is equally opposed to the theories commonly held, and 
forcibly remarks that peritonitis is not a lesion which 
fits into the germ theory of disease at all. He believes 
that the influence of the nervous system inthe causation 
of inflammation has been underestimated, and that in 
peritonitis nerve disturbance contributes more to the 
death of the patient than microbic invasion. While 
admitting the existence of aseptic peritonitis, bethinks 
that, save where definable from evidence wholly ex- 
trinsic to the condition of the peritoneum, it is an 
etiological entity which exists only in the mind of 
the pathological metaphysician. 

In the symptomatology of peritonitis the author 
warns us not to place too much reliance upon records 
of pulse and temperature, as in this disease they are 
not only untrustworthy, but may become positively 
misleading. Alteration of the patient's face and 
intestinal distension are two signs so constantly 
present in peritonitis, that they always deserve atten- 
tion. Alteration of the face is deceptive, however, 
because many fidgety people, and those who bear pain 
badly, will put on a face indicative of danger when 
there is none, and the common habit of administer- 
ing an opiate after an operation to save pain, is a 
source of great danger, for it masks this facial altera- 
tion at the time when its aid is most needed, that is 
at the onset of the peritonitis. The alteration of the 
face most to be feared is not one of pain, but bf anxiety, 
accompanied by a tendency to chatter and ask ques- 
tions ; if the patient persistently chatters she is pretty 
sure to die. The symptom most to be dreaded is 
intestinal distension, which occurs at an early period, 
and, in the author's experience, this condition has 
been a prominent feature of every fatal case of peri- 
tonitis. It is his custom when he sees distension, to 
anticipate peritonitis by the administration of purga- 
tives; if the attempt to purge is successful the patient 
recovers, if not she dies. 

The cause of death in peritonitis is, in conformity 
with Mr. Taifs physiological beliefs, a disturbance of 
the ebb and flow of the serum stream of the periton- 
eum and the disturbance of the functions of the liver. 
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It would carry us too far to give in full the ingenious 
arguments adduced by him in favor of this view. 
Suffice it to say that he regards bilious vomiting, 
when fully established after the occurrence of disten- 
sion, as generally indicative of a fatal issue; and the 
fourth night as the critical time for all abdominal 
Bections, except those involving the use of the clamp 
in hysterectomy. If the grave symptoms are all 
matured on the fourth day after operation, a fatal 
issue is pretty certain. If they hang over till the 
sixth or later, the chances of the patient^s recovery 
increase in a geometrical ratio, always excepting cases 
of hysterectomy. Hence it follows, that taking time 
by the forelock in dealing with peritonitis is every- 
thing. The author assails those who talk about 
treating peritonitis; we must prevent it. His policy 
is to get control over the vermicular movements of the 
intestines before the mechanical stasis of the inflam- 
matory process has rendered it impossible. The use 
of opium by the mouth after operations is vigorously 
condemned both as modifying or suspending vermicu- 
lar action, and masking the real condition of the 
patient. The thirst following abdominal section 
should not be regarded as an indication for the ad- 
ministration of ice or -fluids, but rather for a with- 
drawal of drinks. Mr. Tait's practice is to keep his 
patients for as nearly forty-eight hours as may be in 
absolute starvation, this being modified by age and 
previous exhaustion. If sickness sets in on the third 
or fourth day, or at any time after, all food and drink is 
withheld absolutely for twelve hours or even longer; for 
nothing can be digested and absorbed by the stomach 
so long as bile is being poured into it. In his opinion, 
the starvation and withholding of fluid also prevent 
the mechanical stasis of the circulation in the intes. 
tinal coats, which is the initial stage of the fatal pro- 
cess of peritonitis, and this preventive measure may 
be assisted by stimulating peristalsis. Inasmuch as 
the mechanical stasis always originates in the trans- 
verse colon, stimulant enemata — soap and turpentine 
are indicated. In the author's practice the nurse is 
instructed to give an enema, if a passage of flatus per 
anum does not occur for twenty-four hours after 
operation, especially if accompanied by the -slightest 
suspicion of distension. If the enema fails a mild 
saline purge (generally a seidlitz powder) is adminis- 
tered and repeated every four hours until it acts. The 
increase of distension should lead us to redouble our 
efforts to move the bowels, and if successful in this, 
recovery is usually assured; and even in well established 
peritonitis Mr. Tait urges a trial of the purgative 
treatment, although the chances are against its suc- 
cess. 

In conclusion he emphasizes the point that the 
outcome of a case of peritonitis depends far less on 



the severity of the symptoms than on the time over 
which they run; and he has found this peculiarity not 
only in traumatic peritonitis, but also in other forms 
and in that known as idiopathic peritonitis. 



THE KESPOHSIBILITY OF THE SUEGEOH IH THE 
ADMIinSTRATIOlf OF AH8JETHETI08. 



Considered from a medico-legal point of view, this 
question is of vital importance to every practitioner. 
In our own country where the medical man receives 
but a modicum of the respect and veneration to which 
he is accustomed in Europe, where the laity consti- 
tute themselves a jury to pass upon his actions, the 
responsibility which he assumes in the administration 
of an ansBsthetic is correspondingly more serious than 
that of the European practitioner. So long as medico- 
legal cases are tried before juries of laymen, he will in 
many instances owe his escape from conviction rather 
to good fortune than to an intelligent criticism of his 
actions. It is therefore of interest to learn how this 
question is viewed in Europe. In a recent number of 
the Munchner Medicinische WocJienschrift, Dr. Passet 
defines the responsibility of the physician in the 
administration of ansasthetics and holds him guilty of 
negligence only in case of failure to observe the fol- 
lowing rules : 

1. The induction of anaesthesia should be preceded 
by a careful examination of the patient, especially of 
his respiratory and circulatory organs. 

2. If chloroform is administered it should be 
admixed with a sufficient amount of air. 

3. The ansBsthetic should be discontinued as soon 
as tolerance is established, or disturbances of respira- 
tion and circulation occur. 

4. The circulation and respiration should be con- 
stantly observed during the narcosis, and disturbances 
of these functions calmly and vigorously combated by 
appropriate measures. Even if appearances of death 
manifest themselves, attempts to revive the patient 
by artificial respiration and other procedures should 
be kept up for a sufficient length of time. 

5. No ansdsthetic should be administered during 
the process of gastric digestion. Constricting cloth- 
ing and artificial teeth should be removed before the 
induction of anaesthesia. 

6. The ansBsthetic should be absolutely pure. 

In this country by far the greatest number of 
deaths from the administration of anaesthetics have 
been attributable to the use of chloroform. It is to 
be hoped that the investigations at present being 
undertaken by Prof. Hare, of Philadelphia^ will, 
once for all, settle the question as to the causes of 
detith from chloroform and ether anaesthesia, and 
teach us the best means of avoiding them. 
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OOMFATIBILITT OF 00V8EBVATI7E AITD AOGBES- 
8IVE BTJE&EEY. * 



By J. McFadden Gaston, M.D., Atlanta, Ga. 

The circamspect philosophy of former days taught 
ns, what man has done man may do. But the develop- 
ments of more recent times say, whatever is practic- 
able may be undertaken, without regard to preced- 
ents. Gonservative and aggressive processes are 
combined in progressive surgery. 

Conservatism in the use of all the appliances of 
surgery is not inconsistent with the application of the 
most energetic means of relief in structural disorders. 
A misapprehension exists with many of our profes- 
sion as to the true sphere of progressive surgery, and 
it is my purpose on this occasion to make a distinc- 
tion between rashness in the employment of operative 
measures and boldness in the use of surgical means 
of relief when clearly indicated. Beal advances in 
surgical practice have not been the result of cutting 
and slashing without due consideration, but have ac- 
companied painstaking investigation of the condi- 
tions requiring the knife and caution in the perform- 
ance of operations. As a preliminary to any surgical 
procedure of a radical nature, correct diagnosis is es- 
sential, but to accomplish a proper understanding of 
a deep seated disorder it is often requisite to make 
an exploratory operation of greater or less magni- 
tude. 

The information based upon such an exploratory 
measure serves as a guide to any further surgicid 
procedure. A verification of any complication^ of a 
serious nature, by an exploratory step, may form a 
contraindication for the more radical operation which 
has been contemplated. A great variety of means 
have been employed under the expectation of eluci- 
dating the doubts surrounding very obscure cases, 
some of which are of a precarious nature, proving 
far more hazardous than the disease or the proposed 
radical measure. It is evident that exploratory pro- 
cedures of this order should be ruled out of our surgi- 
cal resources, and the prime consideration for our 
safe guidance in exploratory operations is to be sure 
that the existing disorders shall not be aggravated by 
such procedure, nor that other graver developments 
shall be induced as a consequence of it. It is best 
always in cases involving mooted points to avoid 
the appearance of evil. In keeping with this pre- 
caution against the abuse of exploratory measures, it 
is proper to exercise great discrimination in the use 
of antiseptics in surgery. A most salutary result 

*■ Animal Addrese before the Southern Surg^ioal and Gyneoologtcal 
ABflociation by the President. 



may be obtained by employing very active germicides 
in a case of septic contamination, whereas the same 
application may not be suited to an operation upon 
tissues in their normal state. It is now recognized 
by bacteriologists that certain preparations tend to 
destroy pyogenic organisms, and when they exist the 
use of such antiseptic means is indicated. On the 
other hand, it is becoming fully understood by clini- 
cal experience that a resort to these germicidal 
agents, when the pyogenic organisms are not present, 
operates unfavorably upon the healthy structures. 
• The reaction in the practice of many surgeons of 
large practical experience, from observing the abso- 
lutely hurtful effects of the ordinary solutions of cor- 
rosive sublimate, when brought in contact with the 
absorbent surfaces of normal structures, is tending to 
a limitation of this poisonous substance to external 
use. These do not belong to the class of ''superflu- 
ous laggards, ^^ who are characterized as opposed to 
the methods of asepsis and antisepsis, by the author 
of a recent work on surgery. But they are of that 
independent order of creation who are not bound 
down by any prescribed formula and are bold enough 
to abandon a vicious practice which has brought 
trouble in its train to many victims of routine treat-* 
ment. 

It is well known to all surgeons, who have investi- 
gated thoroughly the merits of antisepsis, that there 
are many germicidal applications far safer than cor- 
rosive sublimate, which meet all the requirements in 
surgery, and the day is not far distant when the use of 
the solutions of corrosive sublimate will be excluded 
from all operations upon incised healthy structures. 
There is a gradual movement of the pendulum of 
antisepsis towards asepsis, and it is found that sterilized 
water is the safest and best wash for surfaces not con- 
taminated by previous septic developments in their 
tissues. 

Antisepsis has a legitimate field of use in surgery, 
and it is to be regretted that the careless extravagance 
of the advocate of sublimate solutions should have 
given this process a black-eye by poisoning patients 
with them, who could have been treated successfully 
with other antiseptic agents. 

Great detriment to proper antiseptic treatment 
has ensued from the indiscriminate application of 
solutions of corrosive sublimate, but judicious men 
are now more guarded in employing them in surgery. 

Upon the general principle that no surgical opera- 
tion of any magnitude should be undertaken without 
proper knowledge of the habits of life on the part of 
the patient, I may advert to a fact which is over- 
looked by many operators, in regard to the impor- 
tance of continuing the use of any stimulant or nar- 
cotic to which the patient has long been accustomed. 
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Within my experience the interruption even of the 
tobacco habit has been followed by troublesome 
nervous depression after operations, and the re- 
sumption of the use of this narcotic has afforded 
complete aud prompt relief. I recall an instance of 
laparotomy for the removal of an immense cystic 
tumor of the ovary in a lady sixty years of age who, 
of her own accord, stopped smoking the pipe after 
the operation. For a few days all seemed to be doing 
well with the case, but at the end of a week there was 
a most profound depression of spirits with vital 
prostration, which immediately disappeared upon 
resuming her pipe and the final result was entirely 
satisfactory. 

We all know that a patient who has been addicted 
to the use of alcoholic drink for a considerable period 
before submitting to any surgical operation, cannot 
have it suddenly abstracted without being subjected 
to great disturbance of the entire nervous system. 
If he does not reach the point of perturbation to 
produce delirium tremens, there will still be such 
derangement of all the functions as to interfere 
materially with proper nutrition, which may pave the 
way to serious complications in the after-treatment 
of the case. It is, hence, essential under such cir- 
cumstances, to take into account the previous habit 
in this respect, and continue to give certain quanti- 
ties of the alcoholic stimulant at fixed periods to 
avert any troublesome consequences. An individual 
may fail to give such information as to habits of life 
in regard to the use of alcoholic stimulants unless 
specially interrogated and yet would not hesitate to 
state the fact upon inquiry for the guidance of the 
surgeon in his case. 

The most important matter, however, for our in- 
vestigation is in regard to the opium habit in one 
subjected to a grave operation. I am convinced from 
a case which has recently been reported to me, that 
operators of experience and with a full knowledge 
of the use of morphine by a patient, do not always 
realize the great detriment resulting from VRe sud- 
den withdrawal of this article after an important 
operation. All abnormal conditions resulting from 
any habit should be compensated in the after-treat- 
ment. Observation of the changes resulting from 
inflammatory processes, should be accompanied by a 
study of those modifications impressed upon the 
tissues by impairment or undue activity of the nerve 
element, which enters into their composition. That 
many operators fail to take into account the nervous 
system, in their surgical pathology, shows a lack of 
due consideration of the surroundings of a patient. 
While the legitimate field of surgery is the proper 
use of means of relief for organic or structural dis- 



orders, there are prerequisites in the recognition of 
the conditions warranting an operation and in the 
preparation of the patient for undergoing it safely, 
which should characterize the highest type of the 
surgeon. 

The distinction of external and internal treatment 
is held by most European authorities, as the basis of 
recognition for the practice of surgery and medicine. 
But this line of distinction does not imply that all 
disorders of the inner structures are to be left for the 
treatment of the practitioners of medicine. Nor 
should all the pathological conditions not demanding 
operations be excluded from the domain of surgery* 
A proper recognition of the scope of surgery and 
medicine is that of organic and functional disorders 
of the system. 

With this limitation of the province of the physician 
as contradistinguished from that of the surgeon, tha 
work of the former should be confined to such, 
measures as are calculated to correct the performance 
of the functions of the different organs of the body, 
whether internal or external. 

When organic changes ensue, whether demanding 
the use of medication or a resort to operative mea- 
sures, the case comes then within the field of surgery. 
It presents a modification of structures, more or less 
pronounced, which alters the constituents so as to 
produce a departure from the normal state of the 
part involved, in its size, shape, or density. An in- 
cision or a puncture may be requisite to diagnosticate 
such a condition, but if this change of structure 
could be clearly ascertained without any exploratory 
operation, the case would still fall within the domain 
of surgery; with this distinction between functional 
and organic disorders for the practice of medicine 
and surgery, so soon as a change in the state of the 
case is recognized by the physician, it should be 
transferred to the charge of surgeon, and he will still 
have the disadvantage of combating the latter stages 
of organic disorders. ' It may be that a skillful 
operator is not qualified for the highest attainment 
in surgery, from lack of proper precaution in pro- 
ceeding with an operation. 

The aim of the surgeon should be a due compre- 
hension of abnormality in the structures of the 
part involved, and his end be to afford relief with 
the least possible injury to the organ or member 
which is tlie seat of disorder. Conservative sur- 
gery may be destructive of certain parts for the 
purpose of saving the structures, and the properly 
qualified surgeon should consider maturely every 
phase of the case under examination, so as to assume 
the respon^bility of lopping off the disease and pre- 
vent its extension to the sound tissues. He who fails 
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to use the knife or the caatery, when a resort to 
eifcher woald stay the progress of disease, is n6t the ex- 
ponent of conservatiye surgery, but, on th^ contrary, 
aids and abets the work of destruction in the parts 
implicated, while he contributes ultimately to the 
death of the patient. 

Ignorance and inexperience often leads to sad re- 
sults in meddlesome surgery, when limbs are sacri- 
ficed or organs mutilated, to gratify the desire to 
figure as a bold operator on the part of a would-be 
surgeon. 

In such cases no high-toned member of the profes- 
sion should shield the culprit from the charge of 
malpractice or from the assessment of damages by a 
court of j ustide. While the allegation of malpractice, 
without sufficieiit cause, should neyer be encouraged 
by the better class of practitioners, it would be well 
to bring home to those who rush into thQ surgical 
arena, unknowing and unknown, the consequences of 
their rashness. Of the two evils over-caution against 
doing harm is far preferable to meddlesome surgery, 
and yet we would not hold him guiltless who stands 
with folded arms and suffers a patient to die who 
might be saved by a timely operation. 

There is a field in surgery for masterly inactivity, 
and non-interference is to be highly commended 
when by an operation a fatal result is precipitated. 
The want of a proper investigation of a case present- 
ing grave complications may lead a physician to delay 
in calling a surgeon until the opportunity for relief 
has passed and his interference can avail nothing, so 
that he is justified in standing aloof. 

There are numerous instances of the failure in 
surgicarprocedure from the late period of perform- 
ing an operation, and it is greatly to be desired that 
a surgeon should be called in proper time by physi- 
cians having cases under their care which are likely 
to require surgical interference. If a consultation 
should be called and the surgeon found no indica- 
tions for an operation, then, of course, the physician 
would be relieved of any future responsibility in pro- 
ceeding with the treatment. But most probably 
their joint attendance would lead to the most satis- 
factory result in enabling them to determine upon 
the conditions developed in the progress of the case 
which might warrant an operation. 

The dilatory spirit manifested by patients and 
those around them, as to resisting surgical means of 
relief in acute cases, has proved a barrier to the 
adoption of the expressed views of surgeons in favor 
of prompt action in many cases of great urgency. 
All practitioners of considerable experience have had 
occasion to regret that the opportunity for forestall- 
ing a grave malady has been lost by the indisposition 



to submit to a timely operation, and they led a 
further hope to end in disaster. 

In this connection, however, it may be appropriate 
to consider the claims of a different case to our atten- 
tion ; when death is inevitable without an operation, 
and the knife affords the only chance, however slim 
that may be, for escape, it is a fair mode of dealing 
with this class of cases, for the surgeon to put him- 
self in the place of the patient and determine what 
he would desire for himself under similar circum- 
stances. Most of us, I think, in the possession of 
our faculties, would avail ourselves of the operation, 
and hope for the best result of it. Viewing matters 
from this standpoint, if those interested in the 
pationt manifest a desire to take the risk of which 
all are apprised, I think we are warranted in operat- 
ing, even should the probabilities be greatly against a 
successful result. 

It is very true that untoward results, even when 
expected, tend to discredit surgery and to give an ex- 
cuse to others for declining an operation at a certain 
stage when it might serve a good purpose. But con- 
sidering the surroundings of the individual alone, we 
have certain death without an operation staling us 
in the face ; and if the patient, after being advised 
of the situation, desires on operation, it should be 
performed. 

But we have a serious question for settlement 
among ourselves as surgeons, and I am more especi- 
ally concerned in the proper adjustment on this oc- 
casion of the differences in the surgical views of those 
who are equally entitled to think and to act in regard 
to surgical cases of great gravity. 

At the risk of being considered heterodoxical I 
would draw the attention of the profession to a con- 
sideration of the propriety of immediate operation in 
that desperate class of cases which result from the 
crushing and mangling of limbs, attended with pro- 
found shock. It has been the custom of most sur- 
geons to watch and wait, while means are resorted 
to for restitution of the vital forces by stimulants. 
With our deficient knowledge of the exact etiological 
factor in this anomalous condition, I am inclined to 
the view that a continuous baleful influence is pro- 
pagated to the nerve centers from this disintegration 
of the structures involved, and that this may be 
modified favorably by a clean incision through sound 
tissues above the point of. the injury very soon after 
such violence to the parts. It strikes me forcibly 
that surgical relief within fifteen oi- twenty minutes 
after an accident, involving the muscles, bones, 
nerves and blood vessels, cannot intensify the shock, 
and that many of the cases left to die without any 
operation might be rescued by a prompt amputation of 
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the member. The A. 0. E. mixture offers the most 
fayorable conditions for an anesthetic and tends to 
lessen rather than increase the prostration^ while the 
the operation shonld be done with all possible dis- 
patch. 

It may prove the most conservative surgery to lop 
off structures whose vitality is completely destroyed 
and under the proposed state of the parts there can 
be no prospect of any restoration of nerve power or 
circulation to the tissues by delay in undertaking an 
operation. A proper appreciation of the participa- 
tion in shock by the ganglionic nervous system should 
impress the surgeon with the great importance of ar- 
resting the morbific influence at the very earliest 
period practicable by removing the cause, while ener- 
getic correctives are employed. 

At this point it may be appropriate to advert to the 
precautions requisite in all grave operative proced- 
ures to avert a depressing effect, independent of pre- 
vious violence. 

I have been convinced, by observation that the use 
of moderate doses of quinine and strychnine during 
twenty-four hours, preceding any important surgical 
operation, seems to ward off the nervous prostration. 
It has also been my custom to administer an alcoholic 
stimulant with a hypodermic of morphine and atro- 
pia within a half hour preceding such an operation, 
and these preliminary measures have been attended 
with most satisfactory results. Prevention of shock 
is preferable to combating it by energetic means after 
a surgical operation. 

As a fitting conclusion of this whole matter I 
would suggest that no surgical measure should be re- 
sorted to without looking into and correcting all 
underlying departures of the physical organization 
from the standard of health. It may not be possible 
to restore the normal condition of the secretions and 
excretions, yet means should be used for their correc- 
tion, so far as may be practicable, as a preliminary 
step for even the most simple operation ; as the sur- 
geon never can know in advance what complications 
may be developed in the course of treatment. 

To prepare a patient for undergoing any capital 
operation, when the forces of the vital organism have 
been exhausted by long suffering, it is requisite to 
support the system by tonics and nutritious food for 
days or weeks prior to the surgical procedure. A 
neglect of this precaution is inexcusable, except in 
cases of urgency, when the delay would be likely to 
aggravate the malady. 

The after-treatment in surgical cases is in like 
manner of great importance to secure a good result, 
and this should include not only medication and food, 
but proper seclusion from exciting associations and 
due regard to the hygienic surroundings. 



8TJPPUEATIVE, PEEFOEATIVE OSTEO-MYELITIS. 

nr THE SHAFT Aim EPIPHYSES OF BONES. 

WITH THE BEPORT OF SIX ILLUSTKA- 

TIVE OASES. 



By Thomas H. Manlby, M.D., New York. 



The study of those pathological processes, which 
are limited to the osseous structures, occupy an im- 
portant place in surgical history ; and yet, in our 
time, many of them are but imperfectly understood, 
and in consequence must be mainly treated on em- 
pirical lines. 

This is particularly true of what we now designate 
tuberculous disease of bones, a condition which, until 
very recently, when occurring in growing children, 
was always known as strumous or scf of ulcus and was 
regarded as a phase of nialnutrition . Not a few of 
the now tacient writers insisted that the groundwork 
in its: etiology, was nothing less than a degenerate or 
bastard phase of transmitted syphilis. 

It was for a long time taught, that strumous disease 
of bone was an hereditary malady, though it might 
be, in rare cases, caused by unhygienic surroundings 
and insufficient or improper diet. Many of the 
afflicted were offspring of phthisical parents, and 
hence, it was assumed that there was an affinity be- 
tween those bone lesions and pulmonary phthisis. 
But, the aniline dyes and the microscope, at last 
made it possible to demonstrate incontestibly, that the 
bacteriological elements of consumption and struma 
were identical. Pathologists soon discovered that the 
lymphatics were the favorite habitat of Koch's bacil- 
lus, and that it was probable that the infective 
elements were diffused through these vessels. 

The morphological and bacteriological elements of 
pulmonary phthisis and suppurative bone disease 
were found to be precisely alike; but there was noted 
a very wide difference in the clinical history ; for, 
while the former commonly pursues a fatal course, 
the latter in children, though occupying years in its 
evolution, tends toward complete recovery in thevaat 
majority. 

The phase of bone disease here reported, though 
possessing many of the characteristic features of 
typical tubercular infection in its clinical history, 
has, however, several important features, quite 
unique. Tubercular bone disease most frequently oc- 
curs in the growing child, and its place of selection is 
the spongy, cancellous epiphyses. When present it is 
often accompanied by a characteristic cachexia, ansa- 
mia and general debility. With but one exception, of 
the six cases reported all occurred in adults; and in but 
one was there the diurnal, hectic fever of tuberculosis. 
There was no well-marked hereditary taint in any, and 



Digitized by 



Google 



The International Journal of Surgery. 



327 



m four, the local disease was limited to the diaphyses. 
There was no history of syphilis and none of tran- 
mutism. In all, the starting-point of the malady 
was in the bone-marrow or the medullary, membrane. 

In order to better appreciate the mode of propaga- 
tion and spread of infection through the tubular 
shafts of bones, it becomes necessary to observe the 
structural elements and their arrangement in the 
medullary-substance. 

According to the most recent investigations, bone- 
marrow consists of cytogenic tissue, and histologi- 
cally as well as functionally, may be placed side by 
side with the spleen. Histologically, a like character 
of the medullary elements is found in the bone-mar- 
row, and a similar arrangement and structure of the 
blood-vessels, viz.: the small arteries passing directly 
into much wider, thin-walled blood spaces; the same 
as in the cavernous, splenic veins. 

The behavior of the bone-marrow varies with the 
particular bone, age, condition,* sex, etc. To that 
condition we will have, at various stages of life and 
in various bones in the same individual, the mucoid, 
the red and the yellow varieties. 

After the tenth year, mucoid-knarrow becomes red, 
more vascular and compact, and after middle life it 
becomes, through degenerative changes, of a waxy, 
yellow color and Consistence. This latter condition, 
however, may be met with in the marasmus of child- 
hood, as well as in the adult, in certain wasting 
diseases, in which the red marrow reverts back to, or 
is transformed into a jelly-like substance. I have 
met with a case, in a man of fifty, in whom, by a pro- 
cess of absorption from within the tibia, the marrow- 
cavity had greatly enlarged, so that it was enclosed by 
nothing but a mere shell of bone, the marrow itself 
having wholly disappeared ; nothing remaining but 
a broad, dark streak in the inferior surface of the 
bone, to mark its former site. 

The investing tunic of the medulla, the internal peri- 
osteum proper, in origin and composition, is identical 
with the osteo-genetic layer of the external periosteum. 
In embryonic life, the marrow is derived from an 
ingrowth of the osteo-genetic layer of the periosteum, 
and also in adult life, the two tissues remain directly 
continuous. 

The medullary-membrane is intimately connected 
with the inner wall of the bone ; and it is through 
this structure that the nutrient emulgent vessels pass 
to and from the cytogenetic tissue of the marrow. 
Langenbuch and Virchow and others have traced fine 
ramifications of the lymphatics into the marrow sub- 
stance. 

Independent of other functions, the medullary sub- 
stance servos an important physical purpose in modi- 
fying concussion and irritation in jars of the body; 



besides, in imparting to the cellular elements of the 
bone an oily fluid, which gives them, in early life, their 
pliancy and elasticity. 

Simple, uncomplicated inflammation of the bone- 
marrow is never seen, except in acute syphilis. Osteo- 
myelitis, on the contrary, is a common affection. 
Indeed, it is not quite obvious how an inflammation 
of the marrow, which bears such an intimate relation 
with the bone elements, can separately exist. No 
doubt, myelitis, so-called, is like many other terms of 
the pathologists — rather arbitrary than definite. 

Local osteo-myelitis may have its origin in trauma- 
tism, in chemical irritation, and infection. 

Many cases have come under my observation, of a 
character exclusively dependent of injury. Since 
strong, chemical solutions have come into vogue, as 
surgical-medicaments, I have seen very many cases 
of osteo-myelitis supervene, of a very serious de- 
scription, after their employment. Many cases come 
under my observation, in which custom sanctions 
the recognition of infection as a cause. A diverse 
variety of cocci or bacilli are present, more par- 
ticularly the streptococci, the bacterium termo and 
the tubercle bacilli ; but I must confess that while 
we cannot dispute the evidence of our own senses, 
yet this theory of infection is not quite conclusive 
to my mind, as a sole factor in causation. If it 
were so, why do those pathogenic atoms enter the 
circulation or the lymph-systepa, pass into and through 
the fine delicate structures of the organs^ from one 
region of the body to another with impunity, to spend 
their energy on a local area in a single bone ? And 
if these conditions were contagious, why should nine- 
teen out of twenty escape ? 

There must, then, in those cases of local osteo- 
myelitis, be other influences in operation than infec- 
tion ; and those which occur to one as the most 
probable, are vaso-motor; an enervation which affects 
the' nutrition in a given part f^nd leads to an atrophic 
degeneration, with inflammation and suppuration as 
merely consecutive events. 

It would be rational, also, to assume, that the vas- 
cular structures play an important rSle ; as in peri- 
pheral endarteritis, with multiple emboli, or, through 
the occlusion or plugging of the minute arterioles by 
multiple thrombi. 

In these cases of local, suppurative osteo-myelitis, 
the tendency which inflammatory changes exhibit, is 
to make their way toward the surface, attacking and 
penetrating, in turn, the medullary-envelope, the 
myloplaxes, the lacunar canals of Haver's, and then 
the laminated layers of the compact substance, and 
the periosteum or perichondrium. 

When the pus is walled in by an adventitious, pro- 
tecting wall, the suppurative process is entirely local 
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and makes its way through the integument, in a man- 
ner analogous to a phlegmon ; but^ unhappily, occa- 
sionally this pus-formation diffuses itself throughout 
the whole extent of the marrow-cavity ; and being 
imprisoned, its lethal elements give rise to an irritative 
hypertrophic osteitis, which causes a considerable 
increase in volume in the shaft which it occupies. 
Under these circumstances, when the hollow of the 
bone is opened, we will find that the marrow has 
degenerated into pus, and in places the marrow-cavity 
is stuffed with thin, perforated plaques of dead bone 
which had been thrown off by internal necrotic pro- 
cesses, and which now lie macerating in the fluid 
residue of inflammation. 

It is scarcely necessary to remark, that in those 
cases of incarcerated suppuration the general system 
actively sympathizes. In fact, the patient is suffer- 
ing from a low grade of pyemia. 

TJie Clinical Symptoms in Perforative and Non- 
Perforative Osteo-MyeUtis, — As has been noted in 
the perforative type of suppurative osteo-myelitis, 
the symptoms are mainly of a local character, the 
general health being slightly, if at all, implicated. 
In the non-perforative, there are always well-marked 
and severe constitutional disturbances, such as loss of 
sleep, strength and appetite, with nocturnal pains 
and perspiration and fever-temperature. The pulse 
is quick, the skin is blanched^ the cheeks flushed, and 
the eye glassy. 

The onset of osteo-myelitis is gradual or sudden. I 
have seen it destroy the ankle-joint and make ampu- 
tation imperative in three weeks after its invasion. 
A patient has gone to bed in his usual health and 
waked up with a severe pain in the limb, which has 
- continued incessantly, until pus was evacuated. 

Diagnosis and its Difficulties in these Cases. — It 
would seem at first sight, that the diagnosis of sup- 
purative osteo-myelitis should be easy and exact; that 
in perforative cases of shafts, in which one has an 
#pening through the overlying structures, penetrating 
directly into the hollow of the bone, it should, one 
might suppose, be very simple. 

Notwithstanding all this, however, the diagnosis is 
often attended with very many difficulties, and, in the 
majority of cases, is quite impossible, without a free, 
exploratory, but cautious incision down on to the 
bone. I have seen so eminent a surgeon as Esmarch 
diagnose suppurative myelitis, cut for the abscess, 
and find nothing. 

The lymphatics which lie along bone ridges and the 
muscular planes, are so apt to t^ke on purulent 
changes and burrow through a long, sinuous track 
to the surface, that unless a thorough and methodi- 



cal examination is made, we are apt to overlook 
the bone lesion. If we depend on sounding for 
carious bone with the probe, we will often be deceived 
in those perforative cases ; for the canal is tortuous, 
and the annular hiatuses in the bone bear no relation 
to each other in the position which each occupies; as 
one may lie from one to three or five inches further 
up or down than the other ; and, while one occupies 
the external aspect of the shaft, the other is internal. 
In none of the cases cited here, was I able to touch 
the denuded bone with the probe. 

There are, nevertheless, certain, quite definite, sub- 
jective and objective symptoms and signs which will 
throw considerable light on many obscure caees. The 
subjective symptoms are occasional nocturnal pains, 
with a sense of weakness, though not pronounced, yet 
distinct, in the muscles which arise from or play on 
the affected bone, with now and then radiating neu- 
ralgic spasms, in the course of the long axis of the 
bones involved. The objective symptoms are quite 
exclusively local, though the general nutrition is 
rather below par. 

We must now critically examine the bone involved. 
If in one of the extremities or in symmetrical bones, 
an examination by contrast is invaluable. Do we find 
equal muscular action and strength ? Are the mus- 
cles sensitive, tender, or painful on pressure or ten- 
sion ? Is the contour of the suspected bone regular, 
or do we find evidences of local thickening, with pain 
over the swelling ? 

Should we find with the symmetrical bones that 
they are equally enlarged, we might suspect syphilis, 
but if one preserves its natural outline, while the 
other is markedly enlarged, we may suspect a purely 
local, ulcerative caries. 

There is seldom anything characteristic of the dis- 
charge, as might be expected from a bone abscess. 
Professor Sigmund Waterman, of this city, has 
pointed out to me the peculiar teat-like elevation of 
the granulating surface, through which the dischai^ 
escape, in these cases of fistulas of an osseous origin, 
which he designates the '* maiden nipple/' because of 
its outline, size, dimpled or umbilicated surface. 

We notice the effect of gravity on the discharge 
through the sinus, hence, when the femur or tibia is 
the bone involved and the upright posture is assumed 
it is abundant, while there is little or none in the dor- 
sal decubitus. In many, the opening will temporarily 
heal, when a sense of local fullness follows, which is 
unrelieved until it reopens. A certain proportion of 
cases after discharging over a long period of time, 
take on healthy changes and get well. 

Little shall be said here of non-perforative, sup- 
purative osteo-myelitis, as the subject is beyond the 
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acope of this essay, except as bearing on one case of 
this lesion^ i*eported in the group published. 

Operative Technique in Medullary Abscess of Bone, 
— The treatment of bone lesions^ in those cases of 
perforation is not difficult, when its exact situation 
is determined. 

Owing to the long, serpentine course of the sinus, 
tiie probe is of little value ; so that the part suspected 
must be reached by some other means. The touch of 
the experienced finger alone, will serve for all pur- 
poses. 

My plan is to make an incision about three inches 
long, immediately over the outer opening, carrying 
the edge of the scalpel down to the bare bone. Then, 
in order to avoid the main blood-trunks or nerves, 
press away with the finger all the muscular substance 
contiguous with the shaft, until a depression in the 
wall of the bone is felt. Should the lesion be located 
on an opposite side, far above or below, then a second 
incision is made which, on retraction of the tissues, 
permits us to not only feel, but also distinctly see the 
outline and situation of the opening in the bone.* If 
one be timid or inexperienced, he will be confused in 
this, the first step in the operation. Gutting down 
on the bone, he may hesitate at not coming directly 
on the seat of disease. And, if in a very vascular dis- 
trict, he may not care to take chances of a dangerous 
hemorrhage. But this first step must be completely 
carried out, or all else fails, as shortly after the fresh 
wound heals the fistula breaks out afresh in the same 
or another site. 

Second Stage of Operation. — The chasm in the 
bone having been detected with the finger, and freely 
exposed, if there are evidences of marginal caries,' it 
must be freely cut away with an osteotome or a 
grooved chisel. The ordinary carpenter's chisel 
serves a most useful purpose in all simple cases. The 
opening in the bone having been freely enlarged, the 
bone-cavity is cleared of any necrosed spiculsB and 
freely cleared by the bone-curette or scoop, until a 
sound, hard, vascular substratum of osseous tissue is 
reached. 

Third and Final Stage. — ^Now, il we are quite 
assured that every remnant of the diseased debris has 
been cleared away, we may theo and there, by the 
deep fiap and cutaneous suture, at once hermetically 
seal the incision. But, if we are in doubt, it will do 
well .to insert a small drainage-tube, or a twist of 
gauze. In a general way the latter is the most judi- 
cious course to follow. 

The hollows which we leave in the bone in young 
I)eople, will quickly fill in by proliferation and osseous 
condensation ; but in the old, in .whom osseous tis- 
sue is but feebly, if at all, regenerated, those dead- 
spaces may give trouble. With them a graft of the 



soft parts, en masse, or filling them with arterial 
blood-clots, which will later on, by a process of cell- 
nucleation, segmention and consolidation, succeed in 
stuffing those chasms with vitalized elements. 




1. Internal opening Into buocal cavity. 2. Opening at inner Bnrfaoe 
of ramuB. 8. Left Infer, maxilla, ext. Bnrfaoe. 4. External flstnla. 

Case 1. Patient, Kva B., single, 21 years old, 
German. No specific history; disease of three years' 
duration. Has had no dental caries ; discharge sero- 
purulent and intermittent. Pain slight. Limitation 
of jaw-bone movement. Has been treated by poul- 
tices, irrigation and curetting, ointments and bandages. 
Came under my care June 12, 1890. Was operated 
on in my office on June 25th. Recovery was prompt 
and permanent. She has since married, has had one 
child, and has no inconvenience from her old jaw 
trouble. 

In this case the external fistula was near the sym- 
physis mentis, though as seen in the diagrammatic 
sketch above, the opening in the jaw, externally, 
was about the center, between the angle and mesial 




FIGURE 8. 

1. Left infer, maxilla, intern. Borface. 8. External opening through 
internal surface of ramua. 8. Internal opening through alyeolar border. 

line; while the opening into the buccal cavity was near 
the second molar tooth. No drainage was employed 
in this case, and primary union followed. (Fig. 1). 
Case 2. Patient, Bertha M., Bohemian, aged 23, 
single. No specific history; general health good. 
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Diagnosis : Perforative, suppurative-osteo-myelitis of 
lower jaw. Had been treated by diverse methods for 
over two years without any benefit. Had trouble 
in the jaw dating from the extraction of a tooth three 
years previously. She suffered from considerable pain 
particularly when the weather was cold and changeable, 
was nnable to use the molars on the affected side, 
without causing pain. On physical examination the 
jaw was found limited in motion and from the angle 
forward was much thickened and sensitive. 

The case was operated on Aug. 12, 1892. Opera- 
tion was commenced by making a crucial incision 
through the gum, posteriorly over the site of the 
extracted tooth. I at once came down on two deeply 
buried, but firmly imbedded fangs. These were now 
extracted, when an opening extending from where 
the first one was removed was found with the probe, 
which had passed through the body of the jaw 
obliquely. Result same as previous case— radical and 
permanent cure. (Fig. 2). 




FIGURB S. 
1. Tngnlnal opening. 2. Probe. 8. Gluteal opening. 

Case 3. Patient, male, 21 years old, in good bodfly 
health.. No specific disease. Case referred to me in. 
1886, by Dr. John G. Truax, of New York, who 
kindly assisted me in the diagnosis and treatment. 
Patient had an iliac abscess for two years. It was 
supposed first to have started in the coxo-femoral 
structures ; then again, some supposed that it might 
have arisen in the bodies of the lumbar spine, and 
made its way outward in this circuitous direction. 
Again, one practitioner supposed that it might have 
had its origin in a perityphlitis; the pus of which had 
made its way through the abdominal wall. I was 
unable to make a diagnosis, but it seemed to me, 
however, that the disease was of bone origin. As it 
was a cause of much inconvenience and pain to the 
patient, who was a bright young man, I advised radi- 
cal measures, viz.: that an exploratory incision should 
be made and the seat of disease sought for. 

Operation. A long oblique incision was made over 
the ridge of the iliac bone, through integument and 




FIGURB 4. 
1. Probe. 2. Perforation in illao plate. 

muscle, until the periosteal investment of the inner 
aspect of the iliac fossa was reached. Now, the finger 
was introduced, when, by following a soft, pulpy path 
under the iliacus and psoas muscles, an annular 
depression was met with, passing through and through 
the. bone. I now made a counter opening through 




FIGUKE 6. 

1. Bx. FlttolouB opening. 2. Probe. 8. Hiatus in the bone. 4. Femo 
ral condyles. 

the gluteal region, performed complete and radical 
grattage, and carried a tube through. Recovery was 
prompt and complete. Six years subsequent to the 
cure of the bone affection, he suddenly died of rhen- 
matic endocarditis. (Figs. 3 and 4). 

Case 4. Patient aged eight years. Healthy parents 
living. No history of traumatism. Has been a crip- 
ple for two years ; referred to me by Dr. 0*Bryne, of 
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Mott Haven, New York, July 9, 1892. Patient was 
unable to walk on affected side ; general health good. 

Local condition. Femur much thickened and 
tender to touch. All sorts of palliative treatment 
had been tried, but still the discharge kept on un- 
diminished. 

Diagnosis: Suppurative, perforative osteo-myelitis. 

In this case the fistulous vent through the soft 
parts was a distance of more than four inches away 
from the necrosed opening, in the inter-condyloid 
space of the femur. The hollowed head of the bone 
was hard -packed with loose, dead sequestra, which 
were removed and the parts effectively scraped. The 
parts were well drained, and when I last saw him, ten 
days ago, he was able to come to my house ** on foot " 
and was rapidly regaining full functional use of the 
distrained limb. (Fig, 5). 



and pushing the muscular tissues aside, I came on to 
an annular, necrotic area in the trochanter major. 
This was scraped and penetrated far into the femoral 
neck. Large quantities of pus escaped from the 
medullary cavity. 

This case was operated on ten days ago, and is now 
doing well. (Fig. 6). 

Case 6. This patient was 30 years old, and though 
it does not belong to the preceding group, I insert it 
because of the narrow escape the patient had of losing 
his leg, and the simple manner in which it was saved. 

Patient was of Irish birth. Had sustained no in- 
jury. Great pain and thickening of tibia; onset, 
like a shot. Went to bed well and woke up a cripple. 




FIGURE 6. 
1. Probe. 2. Opening in great trochanter. 8. Bxt. Fistalons opening. 

Case 6. Rachel D., aged 64 years, widow. Has 
had no specific disease that she was aware of. General 
health only fair. 

Local condition. Well marked limitation of motion 
in the left hip- joint, and pain is felt when pressure is 
made over the upper third of shaft of the femur. 
Discharge has continued more than a year. Operated 
on the case in Yonkers, N. Y., in the presence of and 
with the generous assistance of Drs. Waterman, "f max, 
Benedict and Harrington. 

Operation. I was obliged to make a deep incision 
through the thick fleshy covering of the upper third 
of femur; introducing the middle and index fingers 



FIGURE 7. 
1. Probe. 2. Cayity In bone shaft. 3. Trephine opening. 

First consultant regarded the case as osteo-sarcoma, 
and advised prompt amputation. The case was Dr. 
J. J. E. Maher's. When I saw the patient first there 
was hectic and rise of temperature. I ventured a 
diagnosis of suppurative osteo-myelitis, and the next 
day, March 12, 1892, in presence of Dr. Maher and 
the house-staff at the Harlem hospital, I trephined, 
opening into an immense abscess in the medullary- 
cavity. 

Patient rapidly recovered the entire and full use of 
the limb, and is now at his usual occupation. (Fig. 7). 
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FLOATING nVEB, WITH EEPOBT OF A OABE. 



By J. F. BiNNiB, A.M., M.B., CM. 

Surgeon to All Saints and the German Sospitais, 
Ka/Mos City, Mo. 



It is, of course, by no means rare to observe ex- 
tremely slight degrees of dislocation of the liver. 
Normally the liver changes its position with every 
inspiration and expiration and with each change in 
the attitade of the body, but these changes in hepatic 
position are physiological and cannot be classed as 
dislocations. Various degrees of true dislocation, 
however, are noticed under certain pathological con- 
ditions. Guttmann * writes : " Dislocation down- 
wards is produced by all those conditions in which 
depression of the diaphragm is a marked symptom— 
the several forms of pulmonary emphysema, right 
pleuritic exudation and pneumothorax; in a rarer 
class of cases the depression is due to relaxation of 
the ligamentum suspensorium hepatis. ♦ ♦ * ♦ 
A very common cause of downward dislocation of the 
liver is right pleuritic exudation * * ♦ in such 
cases the right lobe is drawn further down than the 
left, so that the organ is made to take up an oblique 
position in the abdominal cavity, the descent of the 
heavy right lobe rendering tense the suspensory liga- 
ment and causing the left lobe to turn more to the 
left and upwards. '^ Zieglerf mentions dilatation of 
the stomach with lax abdominal walls as a marked 
cause of hepas mobile. 

In these cases, of which Guttmann speaks, the liver 
is simply dislocated by the pressure of fluid or air 
acting through the diaphragm on the same principle 
as is active in dislocating the heart towards the right 
in left pleuritic effusions. 

I have been able to find notes of but few cases of 
true movable or floating liver. One is reported by 
Dr. T. D. Griffith, and referred to by Harley in his 
classical work J. Here the liver was dislocated, 
rotated and freely movable, in fact, was in the same 
condition as the case about to be described with the 
exception that in Griffith's case the organ was of nor- 
mal size. In the Reference Hand-book of the Medical 
Sciences about a dozen similar cases are referred to, 
but in none of these is it mentioned that the diagnosis 
was confirmed by operation or necropsy. 

As showing the mobility of the liver under certain 
conditions, mention may be made of the fact that in 
abdominal wounds parts of the liver have been known 

* Hand book of Physical Diagnosis by Dr. PaulOuttmaim, translated 
by Alex. Napier. 

t Ziegler's Pathology, Chap. LVI. 

t Diseases of the Liyer, by Harley, p. 68. 



to protrude, and the whole organ has been found pro- 
lapsed in large diaphragmatic and umbilical hemise §. 

Some of the cases mentioned as having been diag- 
nosed movable livers, may possibly have belonged to a 
class called constricted livers (Schnurleber). Theae 
constricted livers are generally the result of tight 
lacing. The indentations from the constriction are 
practically always situated on the right lobe, and when 
deep, this lobe may be almost completely divided, 
leaving one portion of the liver freely movable in the 
abdominal cavity, though still attached to the body of 
the organ. 

Lius describes a case in which he found, during an 
operation, a broad based tumor, the size of a child's 
head, on the lower surface of the liver. This tumor 
was removed by the ecraseur and Pacquelin's cautery, 
death ensuing in six hours. Examination of the 
tumor showed it to consist of a fibrous capsule con- 
taining liver tissue. Konig [ is of the opinion that 
this case was one of a lobe of the liver partially snared 
off from the rest of the organ and thus rendered 
freely movable in the belly, such conditions having 
been not infrequently mistaken for tumors and dis- 
covered during operation. Such constricted organs 
can give rise to many symptoms identical with those 
of floating liver. 

Bepobt of Case. 

Miss D, aet. 47, American, music teacher, admitted 
to All Saints' Hospital in the end of August, 1892, 
complaining of obscure pains on the right side of the 
abdomen, which radiated toward the right shoulder. 
Patient gives the history of having sustained a fall on 
the right side many years ago; but although at that 
time there was some suffering experienced in the 
hepatic region, yet from this she completely recovered. 
She has never been addicted to tight lacing as she 
believed that that would have interfered with her 
singing. During the past four years patient has had 
several illnesses attributed to dyspeptic troubles. One 
physician consulted found enlargement of the liver. 
For long the bowels have had a tendency to constipa- 
tion. Patient has been progressively losing strength. 

During the past three years a tumor has been 
noticed on the right side of the abdomen. Tumor 
was noticed to be movable and to be gradually attain- 
ing a lower level in the belly. Six months ago patient 
passed through an attack of jaundice from which 
recovery took place. 

Status Praesens, Patient is very thin and of a 
somewhat nervous temi^erament. There is a slight 
yellowish tinge about the conjunctivaa. Pains in the 
right side of the belly radiating to the right shoulder 

% Compend. d. Path.-Aiiatom. Diagnostik. Orth, s. 431. 
I Lehrbuch d. Spec. CUr., Bd. n., 8. 888, Koenig. 
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and back are complained of. A rounded^ smooth, 
hard, movable tumor is present, its greatest promin- 
ence being in the mammary line at the level of the 
nmbilicus. This tumor seems to be about the size of 
a large fist. There is some rigidity of the abdominal 
muscles developed whenever palpation is begun and 
this clouds examination. Dullness over the tumor is 
absolute. The tumor is suspected to be either a dis- 
tended gall bladder or a carcinoma of the ascending 
colon. 

An exploratory laparotomy advised. 
Sept. 6th. The bowels having been well purged, 
though with difficulty, the patient was ansdsthetized. 
The abdomen was now cleaned with soap, water, 
brush, razor, ether and sublimate solution. This 
cleansing was not done on the previous day, because 
of the observation made by Dr. Thrush that patients 
do not sleep well the night before an operation if 
dressings have been applied to their abdomens, and it 
appears to me that a good night^s sleep before an 
operation is of more value than any preliminary^ 
dressings. 

Under the ordinary precautions an incision, four 
inches in lengthy was made over the most promi- 
nent part of the tumor. The abdominal veins were 
found to be much engorged and bleeding was thus 
somewhat free. The peritoneum having been opened, 
the tumor immediately presented and was found to 
be a movable or floating liver. The organ was dislo- 
cated, rotated, and freely movable. Tho original right 
edge was now inferior, the superior surface, of the 
right lobe at least, was directed toward the right and 
forwards, while the normal inferior surface with the 
gall bladder faced toward the left and backwards. 

The suspensory ligameut was elongated. The right 
lobe of the liver was enlarged by about one-fifth, and 
on its surface was a slightly raised pinkish-yellow 
nodule, about the size of a silver dollar or rather 
larger, hard on palpation and presenting the usual 
characters of hepatic carcinoma. The surface of the 
liver was innocent of any groove or constriction. 

The abdominal wound was now closed by inter- 
rupted sutures of thick juniper alcohol catgut, which 
included the whole thickness of tlie abdominal wall. 
To obtain accurate apposition, a continuous superficial 
suture of catgut was also used; 

The peritoneum was not sutured separately, because 
the tumor pressing forwards made tension too great 
for such a suture to be introduced. 

Dressings of subiodide of bismuth, sublimate gauze 
and absorbent cotton, were applied and kept in place 
by a tight binder. 

Sept. 17th. With the exception of a temperature of 
100^ P. on the eveniug after operation, the tempera- 
ture has been normal throughout. On examination 



the wound was found healed per primam. Applied 
collodion and a binder. Patient left hospital on 
Sept. 22d, i. e., sixteen days after the operation was 
performed. 

THE SUBGIOAL TBEATMENT OF DISEASES OF THB 
TTTEEIirE ADNEXA. 



By J. Adrian Qoggans, M.D., Alexander City, Ala. 

Member of the Boa/rd ofMedUnU Examiner $ of Tallapoosa Co,, 

Senior CouneeUor of the Medical Aseoeiation of the State 

of Alabama, Fellow of the Southern Surgical ani 

Qffnoseologieal Society, Fellow of the British 

CfynoBcological Society, 



During the past few years more rapid strides have 
been made in this department of surgery than in any 
other, and it would be a waste of time for me to 
attempt to prove the necessity of operating in many 
cases where tumors exist, consequently, I will pass to 
the consideration of those cases where there has existed^ 
up to tlie present time, some doubt as to the treat- 
ment which should be adopted. One of the principal 
sources of doubt is brought about by the fact, that 
the differential diagnosis in many cases is very diffi- 
cult, and in some, indeed, quite impossible ; never- 
theless, I am persuaded that we have arrived at that 
degree of diagnostic skill at which we can almost 
invariably determine whether an operation is de- 
manded. In other words, I do not believe that it is 
absolutely necessary in many cases of disease of the 
uterine adnexa in which operations are demanded to 
map out every pathological condition that may be 
present. 

The three principal symptoms of gross disease of 
the adnexa should never be lost sight of. These are 
first of all, recurring attacks of pelvic peritonitis, 
from which the patient rarely recovers entirely; second, 
hemorrhage, which may be profuse and irregular; 
third, pain^ which is generally most severe in the pel- 
vis. In spite of all palliative treatment such patients 
become more and more prostrated. In fact, they 
are usually made worse by the use of pessaries and 
intra-uterine applications, especially after the use of 
curette. Relief only comes after the removal of the 
uterine adnexa. 

The following case will illustrate these symptoms 
very forcibly. Patient, thirty-five years of age, has 
had three children, the youngest now five years of 
age; has had irregular hemorrhage for eight years. 
For the past two years I have treated her by the 
usual method and relieved her of a retroversion by 
the application of a pessary. During my absence 
last year, she was treated by Dr. Coby. I finally used 
the curette once more, but was convinced that the 
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endometrium was healthy. The ovaries were still 
prolapsed and tender. I then opened the abdomen 
and performed Tait's operation. Each ovary con- 
tained two cysts of bloody fluid. 

Now, the principal symptom for which this patient 
sought relief, was hemorrhage. Though she suffered 
much pain in the head, as well as in other parts of 
the body, she was well within three weeks, and has 
now the normal sexual appetite, with a seemingly 
atropliied uterus and no return of the menstrual 
function. 

I am aware of the fact that there are many cases of 
prolapsed and tender ovaries which are amenable to 
palliative treatment. I will cite a case : Patient, 
twenty years of age, married ; six months before I 
saw her she sustained a fall which was followed by 
pain in the pelvis. For the past three months she 
has had many convulsions ; now has profuse leucor- 
rhoea and pain during sexual intercourse. One ovary 
found in Douglas' pouch enlarged and tender. The 
ovary was elevated and kept up by the use of tampons 
saturated with a solution of ichthyol and she made a 
good recovery. 

The following case was cured by aspiratiofi : 

Patient, aged thirty years, married ; never had 
children ; temperature 102^; had retention of urine 
and could not evacuate the bowels. The vagina was 
hot and painful and a fluctuating tumor occupied the 
pouch of Douglas. Bemoved by aspiration eight 
ounces of a thin straw-colored fluid, when she evacu- 
ated the bowels and emptied the bladder. From this 
time on she made a perfect recovery. 

I am not in favor of removing the uterine adnexa 
for mere symptoms, such as dysmenorrhcea, and the 
neuroses(I mean as a rale). I would only operate in 
such cases where the surgeon can actually locate the 
disease by putting his Angers on something which he 
knows causes serious symptoms. 

I make it a rule to regard all patients who are con- 
stantly incapacitated froni pain with surgical suspi- 
cion. 

Another factor which has much weight with me, 
is whether the patient is dependent upon her labor 
for her sustenance. A poor woman demands the 
removal of the adnexa much earlier than the rich. 

Now, the princfpal signs which indicate that an 
operation should be performed are: 

1. Those attending pelvic peritonitis accompanied 
by tortuous and distended tubes, which may usually 
be felt in Douglas' pouch behind the uterus. This 
condition may be preceded by the history and symp- 
toms of an abortion, a gonorrhoea, or a tubal preg- 
nancy. 

2. The physical signs^of enlarged ovaries due to 
chronic abscess. 



3. The physical signs of prolapsed and tender 
ovaries, accompanied by irregular hemorrhages and 
incapacitating, pains. 

4. Some few cases where dysmenorrhcea is the 
principal symptom, with a probability of its being 
kept up by chronic disease of the ovaries and tubes. 

5. Where hemorrhage is the principal symptom^ 
accompanied by the ordinary signs of grave pelvic 
disease. 

6. In a few cases of general peritonitis preceded 
by the symptoms of rupture of a pre-existing pelvic 
abscess, ovarian abscess, pyo-salpinx, or abscess in 
appendages developed during the progress of puer- 
peral septicaemia. 

Much has been said about ^'unsexing a woman." 
Now, all women who are thus incapacitated are 
already unsexed, and nothing is more disagreeable to 
them than sexual intercourse. From observatioms 
made both in this country and in Europe, I am firmly 
of the opinion that the removal of the uterine adnexa 
in such cases as I have described, in no way changes 
such patients, except for the better. Their instincts 
and propensities remain the same. 



AH IMFBOVEMENT ON IJBETHBOTOMES, ESFEOIALLT 
OTIS'S IS STSUMENT. 



Bt E. B. Walker, M.D., Paris, Tex. 



In offering and presenting this improvement to the 
profession, for its consideration, I will give my 
experience with Otis's urethrotome, also the difficul- 
ties met with in the use .of his instrument in the 
operation of internal urethrotomy. 

All of us have to deal with these cases, and they 
present such a wide difference that no two cases can 
be paralleled. We will take it for granted that this 
is the recognized procedure for organic strictures of 
the male urethra. We have no instrument that sur- 
passes Otis^s in this operation, and the only fault 
that can be found with it is its want of certainty. 
We are all familiar with the operation of internal 
urethrotomy, and I will not enter into details here. 

I will quote from a recognized author, who, in one 
of his lectures before a class, under the subject of 
division of strictures, says : " The glans penis is 
grasped between thumb and finger of the left hand 
and held in the same position as when the stricture 
was located. The instrument is then carried to the 
rubber ring, which had been previously measured on 
the sound or urethrometer, etc. 

Now, it is the italicised words that I wish to empha- 
size, as they explain why the improvement was made. 
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All who have performed this operation have doubt- 
less felt some uneasiness, as to whether the division 
had been made at exactly the located constriction or 
not; in other words, if we have been sufficiently exact 
in dividing the stricture at the right place, or have 
only partially done it. 

I would like to state here that no matter how many 
times this operation has been performed, it can never 
be done with that degree of certainty which all sur- 
gery demands, with either Otis's or Banks' instruments. 

Below I give the improvement that I have made on 
Otis's instrument, together with an extra shaft that 
can be used as any ordinary sound or locator ; the 
bougies a boules can be screwed on to the end of the 
shaft. 



C^iii?ical Depart(n^i>t. 



OEUSHED FINGEB-EPITEELIOMA OF THE IIP- 
OOKTEAOTED TEHDON. 



By Robert H. M. Dawbark, M.D. 
Professor of Surgery at the New York Polyclinic, etc. 




Above will be noticed the Otis instrument with the 
concealed blade and a blade withdrawn ; the Otis has 
a bulb screwed on to the end of the instrument. 
These bulbs can be had of any size ranging usually 
from Nos. 8 to 40 French. Below is the shaft with 
bulb, which can be used without the urethrotome, in 
testing for a stricture, as in ordinary usage. 

I show also the attachment of Dr. Gouley's instru- 
ment for following a whale bone guide. 

As will be seen this improvement renders the 
operation much more simple, and certainly much 
more precise, for after attaching the bulb (largest 
aize) to the urethrotome, introducing and locating 
the stricture, we are ready to do the operation with- 
out removing and introducing another instrument. 
And when the constriction has been divided we are 
always sure that we have gone below the stricture. I 
give this improvement to the profession, and add 
that to me it has been a boon that has relieved me of 
much uneasiness and uncertainty. I have used it 
several times since it was completed and find that it 
meets all my purposes. 

In an instructive paper {Internat. Med. Magaz.) 
Dr. T. A. McG-raw states that there is much to study 
in the technique of the operation of bone-grafting. 
We may question whether first, young or old bones, 
or even cartilage, might be best adapted for this pur- 
pose ; second, which of the animals would yield the 
most satisfactory results ; third, whether this process 
would be most likely to succeed in young or old 
patients, and what effect, upon its success or failure 
would be exerted by various morbid conditions, such 
as syphilis, tuberculosis. 



The first patient was a man, aged 30, who had the 
end of the ring finger of his right hand crushed so 
severely that the bone protruded through the wound. 
The operator said that if he had had to deal with a 
case like that a few years ago, he should have removed 
the bone to the extent of a half inch or so, and have 
made a deep flap operation to close up the denuded 
surface. It is known now that under 
aseptic precautions healing can be 
brought about by a process of granula- 
tion, and that from the end of the bone 
itself granulations will spread out to 
cover it up completely. In the majority 
of these cases the patient will have a 
good serviceable finger. Dr. Dawbarn believed the 
class would agree with him as to the practicability of 
this procedure in this instance. 

The second case also presented some features of 
general interest. The patient was a man, fifty-five 
years of age, who had been operated upon by Dr. 
Dawbarn for cancer of the lower lip. He had formed 
an entire new lip and the result was entirely satis- 
factoiy. The lip, as in this instance, would be tight 
for the first few months, but it is wonderful how these 
lips thin out and yield, so that no one could know at 
the end of five or six months that an operation had 
been performed. At the corner of the mouth there 
was some granulation tissue, but that would all 
disappear in two or three days more. The technique 
of the operation was that known as Malgaignes. 

The after-treatment in cases of this kind consists 
in keeping the parts at rest and feeding the patient 
for the first few days, by the rectum. In dealing 
with cases of hare-lip, it is essential that the wound 
bo kept absolutely at rest, and in young children who 
have been operated upon for this trouble, rectal feed- 
ing may be combined with inunctions of hot cod liver 
oil. The operator stated that eleven years ago, when 
he was house physician at the Nursery and Child's 
Hospital of New York, there was an epidemic of 
infantile diarrhoea, and he was satisfied that he had 
saved life in many cases by the free use of hot cod 
liver oil. He used cod liver oil, as hot as the hand 
could bear, and rubbed it steadily and gently over 
every part of the body, with the exception of the 
abdomen, for from a half hour to an hour three times 
a day. In that way he was able to rub in from a half 
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ounce to an ounce of the oil. It was almost impossi- 
ble for a child to starve to death with such nourish- 
ment. If the child could not take food by the mouth 
they should keep up life in some other way, and why 
neglect this most important and practical way of sup- 
plying nutriment. 

The next patient was suffering from a contracture 
of the middle finger of the right hand, so that he 
could no longer use the finger to advantage. The 
lecturer related the case of a child he had treated for 
divided tendon some years ago. While playing with 
a looking glass and hammer, the child broke the glass, 
sustaining a deep wound in the root of the little finger. 
The mother called in the nearest doctor who treated 
the wound, which healed in about three weeks. Later 
she noticed that the child was unable to grasp with 
the finger, and called the attention of the doctor to it, 
who said it was the result of a faulty habit. The case 
was referred to Dr. Dawbam, who made an incision in 
the finger two inches in length, so as to find the 
proximal end of the tendon. Having found it he had 
great difficulty in bringing the two ends together. He 
therefore excised a piece of the sinew from the hind leg 
of a domestic cat, large enough to fill the defect in the 
tendon, and stitched it to the divided ends. No drain- 
age was employed, but the wound was dressed under 
due aseptic precautions, and a plaster of Paris dress- 
ing applied, which was removed a month later. In 
this case the procedure proved successful, though in 
most cases where the tendons of the lower animals 
have been transplanted, the method has not'succeeded. 

What should be done in this case if difficulty was 
encountered in bringing the ends together, was to 
split off an inch or so of the tendon and fill up the 
gap in this way by uniting it with the divided edges. 
An analogous line of treatment has been practiced in 
bone surgery, as in the case of a fractured tibia, where 
a gap is left between the broken ends of the bone. 

In this condition we may carry the incision a little 
further down the tibia, strip off the periosteum for 
two or three inches, and with the chisel and mallet 
remove a sufficient amount of shavings from the tibia 
to fill up the gap in the bone. These chips of bone 
will consolidate and form healthy living bone, restor- 
ing the continuity of the limb. Macewen, of Glasgow, 
has shown that the periosteum is not essential to the 
life of a bone. 

The operator then cut down on the finger exposing 
to view the tendon which was firmly bound down by 
old adhesions, but wholly unimpaired in its continuity. 
The adhesions were entirely removed and the wound 
in the hand closed with sutures. The patient will be 
instructed to employ passive motion of the hand 
after two weeks, as it is probable the original con- 



traction was mainly due to neglect of this measure. 
The hand was dressed, the tendon being relaxed as 
much as possible, so as to avoid the recurrence of this 
complication. . 

BABTHOLDHTIS— USETHRAL OAEUITOLE. 



By G, M. Tuttlb, M.D. 

Profenar of Oynecolagy at the College of PhyHcians and Sur- 
geons, New York, etc., etc. 



The first patient I show you to-day is a woman, 
aged thirty-five, who has been married five years. 
She has had three children, the last being born two 
months ago. She has had no miscarriage, but is 
irregular in her menstruation, having a profuse flow 
which lasts four days. She complains of backache and 
pains in the groin. 

In this case there is a well-defined reason for that 
backache and pain. The intervals between her preg- 
nancies were not of sufficient length to allow the 
uterus to come down to its normal size. If pregnancy 
comes on before the uterus has had time to undergo 
this metamorphosis, the organ remains permanently 
large, and to this enlargement we have given the 
name, subinvolution. In the text books it is stated 
that the uterus requires two months to attain its 
normal size, but in my opinion, it takes fully three 
months before this process is accomplished. I tell 
you this by way of preface, for this patient does not 
come here for treatment of the subinvolution, but for 
another and totally different reason. I think that 
even at a distance you can recognize the characteristic 
signs of a not inft'equent external genital disorder, 
which is the subject of so much annoyance and dis- 
tress to the patient as to give it a sufficient degree of 
clinical importance. Hardly a week passes that a 
patient does not enter the hospital complaining of 
certain troubles about the external genitals. The 
lower part of the labia majora are here very much 
enlarged and inflamed, the right labium somewhat 
more so than the left. There is also a very distinct 
engorgement of the vulvar orifice — a pudendal varix. 
On the left side the labium majus is the seat of a soft 
and elastic enlargement, and on the right side there 
is a very decided round swelling. 

We have here, then, the characteristic appearances 
of an affection of the glands of Bartholini. The dif- 
ferential diagnosis of this trouble is made partly from 
the history and partly from the physical signs. The 
course of an inflammation of Bartholin i's glands 
is usually either very acute or very chronic. When I 
say very acute, I mean that there is a catarrhal affec- 
tion of the glands followed by a retention of the 
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secretion and a rapid development of purulent inflam- 
mation. These cases, however, run a very short 
course, and you can exclude this trouble in the 
patient before us. 

A patient with gonorrhoBa or vulvar vaginitis of 
obscure origin, all of a sudden notices a painful lump 
at the external vulvar orifice. This breaks in a few 
days, and after it has undergone this change, ceases 
to attrdct the patient's attention, but continues to 
pour out pus for a considerable time. This is the 
least common form of the affection. The more com- 
mon variety is the one before us. 

This woman came here two years ago and I showed 
her to you as a typical case of cyst of the vulvo-vaginal 
gland. The cyst was opened, and I said at the time 
it would redevelop, which it has done. In women 
who have borne children, you will notice, as a rule, a 
little red dot on either side of the carunculsB multi- 
formis. Surrounding this there is a slight radiation 
of little red lines; these are the openings of the glands 
of Bartholini. They open just behind the remains of 
the hymen and into the mucous membrane of the 
vulvar outlet. They mark the end of a duct which is 
about three-quarters of an inch in length and is nar- 
row where it enters the vagina. On either side, buried 
deeply in the tissues of the labia majora, there is 
a compound racemose gland, lined with cuboidal 
epithelium and secreting a mucus like the secretion 
of the prostatic gland. You can see how prone that 
gland is to become the seat of disease. A catarrhal 
process starting in the vagina may enter the mouth 
of the gland, and give rise to an acute inflamfnation 
of the gland on either side, with the characteristic 
signs of a gonorrhoBal affection. After it has spread 
to the gland, the mucous membrane puffs up, 
becomes (edematous, and the secretion becomes 
irritating. If the mouth of the gland becomes 
plugged the secretion is retained and rapid dila- 
tation of the duct takes place. You can see how 
we get a condition analogous to that in this case. 
These glands lie between the two layers of fascia. On 
the vulvar side there is nothing to prevent the gland 
as it becomes distended, from pushing towards the 
vulva. I have never seen a hernia of the labium, a 
varicocele of the vulvar vessels, or hydrocele — in fa«t, 
I have never seen anything that encroaches on the 
vulva as much as the condition before us. The 
glands that become plugged in this way do not, as a 
rule, contain pus. A great many prostitutes, early in 
life, after contracting a gonorrhoea, suffer from a 
Bartholinitis. They have an abscess which breaks, 
and is very apt to open into the duct itself. Even 
after they are entirely well of their trouble you can 
see a stream of greenish-yellow pus issue from the 
side of the duct where the abscess has broken. These 



women remain thus infected all through their lives, 
and it is exceedingly difficult to cure this trouble. 
These are exceptional cases ; cases of cystic disease 
are the common ones. The characteristic signs of 
such a cyst are as follows : It is quite freely movable, 
but only towards the vagina. It is, as a rale, not 
very sensitive, but this varies somewhat. It may 
interfere with sexual intercourse and with locomotion. 
It causes a secretion that irritates the external geni- 
tals and leads to pruritus. In examining such a case 
as this, with a view to treatment, always make up 
your mind that you are not dealing with a hernia. 

Now, a word in regard to treatment. This case iff 
an example of a form of treatment that is not the best. 
I incised this cyst with a knife on its inner aspect, and 
the result was that it closed again. If you open a 
retention cyst anywhere in the body and make an 
incision, you may expect the wound to close together 
again. There are two ways of treating this affection; 
one is to put this patient under an anaesthetic and 
cauterize the gland. The other is to catch hold of 
the mucous membrane with forceps, and then by 
means of scissors, remove a round piece no larger than 
a ten cent piece, of the mucous membrane over the 
gland. Then you will see a white, shining sac, which 
is the sac of the gland. You raise this up with a ten- 
aculum and remove a correspondingly large piece from 
the sac. You tlien have a hole in the sac and tho 
seci*etion pours out. Then take a surgical spoon or & 
sharp curette, and scrape the inside of the sac and 
pack it with iodoform gauze. Put on a simple dress- 
ing and the patient will be cured. 

The next patient is a thin, broken-down woman, of 
middle age, who makes no particular complaint ex- 
cept of generally poor health. Three months ago she 
had great irritability of the bladder, so that she had 
to get up at night to urinate. Since then there has 
been a constant irritability of the bladder, so that she 
has the desire to pass water all the time, and yet 
when she does pass it there is a tenesmus of the 
bladder with very severe pain. After voiding a few 
drops there is an immediate desire to pass more, and 
she has lost health and strength. The urine now 
dribbles away involuntarily. This all occurred in 
three months. 

As I show you this patient you can see, I think, a 
very striking lesion at the entrance of the meatus 
urinarius. It is a bright, red spot about the size of a, 
split pea. As I brush over it with a soft piece of 
cotton on a probe, the woman complains of the most 
excruciating pain. 

We have here to deal with a urethral caruncle, 
which is a hypertrophy of a portion of the mucous 
membrane in the meatus urinarius. This does not 
seem in itself to amount to much, but it has rendered 
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this patient unfit for anything and has led to almost 
a condition of melancholia. It is made up of a con- 
nectiye tissue basis, and has a most remarkable blood 
supply. You will see very few women who have not 
a little rolling out of the mucous membrane of the 
urethra, but you will not find the same sensitiveness 
as in this case. In other words the differential diag- 
nosis between urethral caruncle and prolapse of the 
mucous membrane is the presence of sensitiveness. 

The treatment of this condition may be summed 
up in a few words. It can be cured in a few seconds. 
You put this woman on the table, catch this little 
mass with a forceps, draw it out well and remove it 
with a Pacquelin cautery knife. Another way is to 
draw it out and tie a small ligature around it, or you 
may cut it off with a dull scissors and touch the base 
with a caustic. Any of these methods will do. It is 
never well to cut out a caruncle and promise a cure 
without first inspecting the urethra a little further 
np, when you may find two or three more. In any 
operation about the female urethra, it is never wise 
to remove too much mucous membrane, for by doing 
80 you may give rise to retention of urine and bladder 
trouble. 

EPITHELIOHA ; DTTPnTTSEirS OOSTMOTIOir. 



By William T. Bull, M. D. 

Profeuor of Surgery at the College of Physicians and 

Burgeons, New York, Visiting Surgeon to the New 

York Hospital, etc. 



The first patient is a male, sixty four years old, 
who presents with a small growth on his right ear. 
Three years ago a small pimple appeared, which con- 
tinued to enlarge and which the patient irritated by 
scratching. It is now quite tender to the touch, and 
at times he complains of a shooting pain passing 
through the head and back of the ear. The growth 
is movable on the cartilage of the ear, is consider- 
ably elevated above the surface, and surmounted by a 
dry crust beneath which is an ulcerating surface. 
There are no enlarged glands back of the jaw. It is 
important that we should palpate this growth to get 
an idea of its characteristic hardness. This is very 
important in arriving at a diagnosis of this condition. 

Considering the age of the patient and the history 
of the growth, the diagnosis in this case is one of 
epithelioma. Assuming this diagnosis to be a cor- 
rect one and that this is an epithelioma, which is one 
form of cancer affecting the skin, what else might it 
be ? Might it not be a wart ? Now, the character- 
istic difference between a wart and an epithelioma 
are these. A wart is usually not painful and does 
not ulcerate. It does not increase in size, is not hard 



to the touch and frequently disappears of itsell 
Furthermore, a wart is more circumscribed than an 
epithelioma and does not shade off into the surround- 
ing tissues, as does this. If you soften a wart with 
an alkali you can with very little pain to the patient 
shell it out from its bed by means of a small spoon, 
but this you cannot do with an epithelioma. 

These distinctions are of the greatest importance 
and sufficient to enable you to tell the difference be- 
tween an epithelioma and a wart. Very frequently 
an epithelioma starts as a wart and later, assumes an 
epitheliomatous character. If this man told you he 
had a wart at the outset, it would be a good clinical 
point of practical significance. Whien you find a wart 
on any portion of the body that has commenced to 
ulcerate and is subjected to any irritation — when, I 
say, you have those changes beginning to occur which 
are suspicious of a development of epithelioma, when 
you find this ulceration is very trifling and slow, with 
a small amount of pus secretion, a scale forming, 
which after patient picks it off forms again, it is time 
for you to realize you are dealing with something, 
more than an ordinary wart, even though pain, in- 
filtration of the surrounding part and more active 
ulceration be absent. 

As the best means of treatment excision of the 
growth is to be performed. Make a very wide re- 
moval, and be sure you cut beyond the growth and 
excise a little of the cartilage of the ear. A slight 
deformity at his time of life in this man's ear would 
not be regarded as a serious objection. This form of 
cancer of the skin is very common about the face in 
people past middle life. It does not always begin as 
a wart ; it may begin as a thickening of the papillary 
layer of the skin and also of the epithelial layer, so 
that patients think they have a little scab or collec- 
tion of sebaceous matter. The true character of the 
tumor becomes finally manifest. There is no form ef 
neoplasm that can be treated with more success by 
the surgeon than this growth, nor is there any form 
so persistently neglected by the physician. Hence, it 
is of the greatest importance to yon to realize that we 
have here a disease capable of destroying life, which at 
one period in its career has so slight a hold upon the 
individual that the removal of a very trifiing frag- 
ment will put an end to it for good. 

Now, there isanother point I would mention in regard 
to this, and that is in reference to the plan of treat- 
ment. I saw a man of this patient's age, the other 
day, who had one of these little thickenings on the 
side of the nose and came to ask me if it should not 
be cut away. He said a doctor had been trying to 
bum it out, and he thought he could have got rid 
of it a great deal better if it were cut. I believe the 
caustic treatment of epithelioma is wrong and I am 
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sure of it. When you see anyone treat epithelioma 
by caustics, you may be sure he is treating it unscien- 
tifically, more painfully, and generally less satisfac- 
torily than by the knife. I do not mean to say you 
could not destroy this growth by means of a caustic. 
You can do it. You can take a galvano-cautery wire 
and destroy it very thoroughly, which is a very ef- 
fectual means of curing it, but it would be a barbar- 
ous and cruel way of doing it. But think of putting 
a little caustic paste on this neoplasm, a little more 
three or four days later, and so on, and telling the 
patient it does not hurt ! The patient goes away 
with the sensation that it does hurt, and at the end 
of a certain time the epithelioma is destroyed. Dur- 
ing that process of destruction, however, there is great 
danger that the deeper layers of the neoplasm may 
grow more rapidly than the caustic can overtake 
them. It is also likely that its cellular elements 
may be incited to migrate, and they may find their 
way into the lymphatic channels and into the next 
chain of lymphatic glands, the cancer spreading into 
the interior of the body. I had an opportunity in 
the course of a year, to see half a dozen people 
treated by caustics, who were pleased beyond measure 
to think that they did not have anything cut out, 
but every one of them had cancerous infiltration 
of the glands beneath the jaw or in the neighbor- 
ing parts. There is so much that is harmful in the 
treatment of cancer by caustics that I think it a pity 
that physicians who are honest and sincere in their 
convictions, and who are recognized by the profes- 
sion, will not learn what is the best method of treat- 
ing this affection. 

As you will be able in the future to express an 
opinion to the laity upon this subject, I hope you will 
pardon this digression on my part. 

The next patient is a man fifty years of age, who 
gives us the following history : Twelve years ago the 
little finger of his left hand began to be drawn up, 
and this contraction gradually increased, until now 
he presents the characteristic condition you see. The 
change that has taken place is a contraction of the 
palmar fascia on that side of the hand, which is 
known by the name of Dupuytren's contraction. It 
at present affects only the little finger, but the 
patient calls attention to the fact that one of the 
other fingers is beginning to be similarly affected, be- 
cause he feels a hard and nodular swelling in the 
fascia of the other finger. 

Now, there is something more than a shortening 
of the fascia here ; there is a thickening and change 
in consequence of which it becomes harder. If you 
cut down upon this layer of fascia, you will find that 
it has lost its shining character and has become con- 
verted into an irregular band of tissue resembling 
white fibrous tissue. That is the change which takes 



place in this part of the body in people who are 
past middle life. It has been attributed by most 
surgeons to changes which occur in connection with 
the rheumatic or gouty diathesis ; and by others to 
some nervous infiuence. There are grounds for be- 
lief in both theories. 

If we had any means of relieving this condition 
except by an operation, it would be desirable. It is 
possible and desirable to get rid of this trouble by 
making a number of transverse incisions and straight- 
ening out the finger. A cure would probably be ob- 
tained in this way. This is known as Adam's opera- 
tion of dividing the contracted band of tissue sub- 
cutaneously. If done with a very small knife and 
care is taken not to cut too deeply into the hand, the 
contracted tissue can be divided satisfactorily with- 
out fear of injuring any other parts. This operation 
has been successfully performed in a large number of 
cases and has been reported on favorably by many 
surgeons in this vicinity. It does not always give 
satisfactory results, however, and I think it is infer- 
ior to another method of treatment which consists in 
dissecting out every portion of the newly formed 
fibrous tissue or hypertrophied palmar fascia. This 
can be done with greater assurance of permanent suc- 
cess than any form of subcutaneous operation. I have 
performed this operation a number of times myself, 
and it is quite painless, except for che introduction of 
a needle carrying a solution of cocaine. The anaes- 
thetic is injected along the line of the proposed in- 
cision, which is carried down to the hardened tissue; 
the fascia is removed entire from one end to the other 
and the finger is straightened. If the operation is 
done with proper preparation of the hand, and strict 
antiseptic measures are resorted to, in five days the 
parts will have recovered their normal mobility, and 
the result will be most gratifying. That is the very 
best way of treating this case in particular, and the 
best means of treating the affection in geneial. 



Tuberculosis of the Epididymis.— In six cases 
Dr. Karewski has seen tuberculosis of the testis as a 
sequel to gonorrhoea. In four of these there was a 
formation of circumscribed tumors in the epididymis. 
Inasmuch as tuberculosis of the testis has a tendency 
to rapid extension and s#on involves the spermatic 
cord and prostate gland, castration should be per- 
formed as early as possible. Karewski has repeatedly 
removed both testes in children and observed no 
recurrence of tuberculosis after a number of years — 
in one case even after ten years. In cases where there 
is suspicion of syphilis, specific treatment should be 
first tried. In one of his cases which presented the 
features of tuberculosis, a cure was effected by specific 
treatment. — Beut. Mediz. Zeitg,^ Nov. 14, 1892. 
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A HEW METHOD OF EX0I8IHO THE TWO UPFEB 

FOBTIOHS OF THE EEOTTTM AHD THE LOWEB 

SEGMENT OF THE SIGMOID FLEZUBR 



By H, Widbnham Maunsbll, M.A., M.D., 
New Zealand. 



The following operation is recommended by the 
author^ firsts in cases of cancer of the upper two- 
thirds of the rectum and the lower segment of the 
sigmoid flexure ; second, cases of tertiary syphilitic 
ulcerations of the middle and upper portions of the 
rectum not amenable to medical treatment ; third, 
procidentia recti ; fourth, congenital absence of the 
anus and lower portion of the rectum. 

1. For a few days previously to operating the patient 
is fed with small quantities of farinaceous food and 
beef tea. 

2. Night and morning the stomach and lower part 
of the rectum are thoroughly irrigated with hot water 
and salt (half a drachm to the pint). 

3. The lower portion of the rectum and anus below 
the carcinoma is cautiously dilated with a small 
Barneses bag or bi-valve yaginal speculum, well 
greased with iodoform ointment. 

4. The patient is kept in bed^ and the surface of 
the abdomen and perineum is rendered thoroughly 
aseptic with nail-brusli^ soft soap, shaving and bi- 
chloride solution. Previously to operating, the limbs 
and upper part of the chest are covered with wadding 
and the patient placed on a portable rabber operating 
mattress filled with hot water. 

5. When thoroughly under the influence of an 
anaesthetic the patient is placed in the lithotomy 
position. 

6. The assistant surgeon sits at the end of the 
operating table. He first divides the sphincter ani 
backwards towards the coccyx with a straight probe- 
pointed bistoury and then passes a large bi-valve 
vaginal speculum or Bruce Clarke's three-bladed 
speculum, through the anus up to the cancer. 
Holding the speculum in position he cautiously 
dilates the lower end of the rectum. The free divi- 
sion of the sphincter ani prevents the subsequent 
distension of the rectum with flatus and the possible 
tearing out of the circumferential sutures. 

7. The bladder is now thoroughly emptied and a 
median abdominal incision is made down to the peri- 
toneum from a point one inch above the umbilicus to 
the pubes. All bleeding having been stopped, the 
peritoneum is slit up to tho size of the external 
wound. 



8. The edges of the wound are separated with a 
steel wire laparotomy speculum and the diaphragmatic 
intestinal retractor, formed of a wire framework four 
inches wide and seven or eight inches long, covered 
with two or three layers of aseptic gauze, is placed in 
position. With a long-handled, slightly curved 
needle with an eye near the point, two silk sutures 
are passed which are attached to the lower corners of 
the wire frame out through the walls of the abdomen 
on either side, immediately above the crest of the 
ilium and two or three inches externally to the outer 
border of the quadratus lumborum. The portion of 
gut to be operated on is isolated, and the rest of the 
intestines are lifted out of the pelvis and tucked 
securely above the lower rim of the wire frame. The 
sutures are made taut and fastened to the laparot- 
omy speculum. The diaphragm keeps the intestines 
warm and well upwards and backwards out of the 
pelvis. The operator has an unobstructed view of 
all the pelvic organs and is master of the situation. 

9. If there is an accumulation of faeces above the 
cancerous stenosis, it is gently pressed back into the 
colon with the flngers and thumb. The displacement 
of the faeces from the vicinity of the seat of operation 
greatly facilitates the subsequent artificial invagina- 
tion of the diseased segment of gut. 

10. With a long packing needle a piece of broad 
tape is passed through the proximal side of the can- 
cer, first on one side and then on the other ; the 
assistant then drags the ends of the tape out through 
the speculum with a sequestrum forceps. The broad 
loop of tape now lies across the proximal side of the 
diseased segment of gut. 

11. A small incision with a tenotomy knife is made 
through the entire thickness of the peritoneal fold 
between the rectum and bladder in the male or the 
rectum and uterus in the female. The upper part of 
the rectum, held between the finger and thumb of the 
left hand, is drawn out from the sacrum so as to ren- 
der its peritoneal attachments taut. A pair of long 
probe-pointed angularly curved scissors, is passed 
into the opening made with the tenotomy knife and 
the peritoneal attachment of the rectum is completely 
divided, first on the left side and then on the right. 
During tho division of the lateral reflexions of the 
peritoneum it is imperatively necessary to keep the 
probe point of the lower blade of the scissors pressed 
well upwards and outwards from the median line of 
the gut against its inner surface. In this way, and 
in this way only, it is possible to divide the peritoneal 
duplicature which forms the meso-rectum without 
injury to the vessels, nerves and lymphatics of the 
rectum. 

12. Provided the lower portion of the rectum is 
sufficiently dilated with the speculum, there is now 
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no anatomical impediment to the invagination and 
complete prolapse of the upper three-fourths of 
the rectum out through the anus. The loose cellular 
tissue, with its contained vessels, offers no resistance. 
One or two vessels may be accidentally injured, but 
these can be easily dealt with in the usual way. No 
more of the peritoneal reflexion should be divided 
thah is absolutely necessary to permit of the invagina- 
tion out though the anus. The method I have advo- 
cated for peritoneal detachment applies with equal 
force to all parts of the colon. The inner reflexion 
of peritoneum requires most care in division, as the 
vascular supply of the gut comes from that side. As 
the prolapse is drawn well dowii, the blades of the 
speculum should be slightly approximated so as to 
permit of their easy withdrawal from the anus. 

13. A catheter should be passed into the bladder 
to make certain that it is absolutely free. 

14. The prolapsed bowel is washed with warm, very 
dilute bichloride solution and a small incision made 
with a tenotomy knife through the entire thicknesa 
of the returning or middle layer of the intussuscep^ 
tion and as near its apex as the disease will safely 
permit. The probe-pointed angularly curved peri- 
toneal scissors are passed in through the opening 
made with the tenotomy knife, the prolapse being 
cut all round so as to completely free the entering or 
inner layer. 

15. The inner layer is now pulled down with a 
vulsellum forceps until all the diseased portion appears 
completely outside or below the cut border of the 
returning or middle layer. 

16. The inner and middle layers of the intussus- 
ception, about an inch above the disease, are trans- 
fixed with two fine long straight needles armed with 
chromicised gut. 

17. The entering or inner layer is now amputated 
a full half inch above the cancerous mass. Transfix- 
ing with long needles the entering and returning 
layers of the intussusception previously to amputation 
of the cancer, prevents it from flying back inside, and 
insures the proper relative position of the different 
layers of the bowel previously to sewing them up. 
The cancerous mass having been amputated, the 
needles are passed through and the sutures picked up 
in the middle of the invaginated bowel, divided and 
tied on both sides ; the ends of the four sutures left 
long, so that an assistant can hold the cut ends of 
the bowel in position until it is plugged with absorb- 
ent wool previously to completely suturing it up cir- 
cnmferentially. Twelve passages of a long straight 
needle through both sides of the gut as above 
described, suffice for the introduction of twenty-four 
sutures, which are generally sufficient. Nearly half 
an inch of the entire thickness of the coats of the gut 
should be included in each suture. 



18. Before cutting off the four long sutures, the 
plug of absorbent wool is removed, the wire intestinal 
retractor loosened, and a long tube is passed up the 
colon, which is washed out thoroughly with hot water 
and boracic or salicylic acid. All hardened faeces 
should be assisted along the colon by the fingers and 
thumb within the abdomen. 

19. When the whole colon is thoroughly irrigated, 
the sutured ends of the bowel should be dried with 
absorbent wool and painted over with Woelfler's mix- 
ture of alcohol, glycerine and colophony, the same 
that he applies to the surface of the mw stump after 
removal of the tongue. The whole of the prolapse is 
now insufflated with iodpform and amorphous boracic 
acid and the bowel gently returned. The return of 
the circumferentially sutured bowel is facilitated by 
slight pressure from below and gentle traction from 
above. The rectal peritoneal reflexion which was 
divided, is now sewn up with a few interrupted 
sutures to prevent any subsequent prolapse of the 
gut. 

20. The laparotomy speculum and intestinal re- 
tractor are next removed and the median abdominal 
wound sewn up. — Lancet. 



nrrBA-LiGAHEVTons elttsotomt and its 
nmioATioifs. 



By Dr. Boislbux. 



The author states that some cases of fixed retro- 
version of the uterus cannot be cured by massage, 
and that occasionally forcible rupture of the adhesions 
during ansasthesia proves unsuccessful. In these 
cases direct access to the fixed adhesion may be 
gained by opening Douglas' cul-de-sac, and they can 
then be separated. 

In performing this operation injury of the utero- 
sacral ligaments must be avoided, and hence a trans- 
verse incision is impracticable. A median incision is 
made in the posterior vaginal vault, commencing 
about one centimetre behind the cervix, by which the 
place where these ligaments cross each other at the 
uterine neck is avoided. These ligaments are of 
importance, since when they become shortened the 
uterus is drawn forward, while if elongated prolapse 
results. If the posterior lip of the cervix is drawn 
upward, these ligaments can be felt as tense bands, 
between which lies Douglas' pouch. 

After careful cleansing of the vagina the uterus is 
curetted, and then for a period of five minutes posi- 
tive galvano-cautery with Apostoli's hollow sound is 
practiced. This serves to remove exciting causes of 
infiammation in the uterine cavity, into which a strip 
of iodoform gauze is inserted. 
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To prevent prolapse of the intestines the pelvis is 
now elevated, a Sim's speculum introduced into the 
Tagina, and the posterior lip of the cervix drawn up- 
ward. Douglas' pouch is opened exactly in the 
median line, by an incision four to six centimetres 
long^ with the bistoury, while the index finger of the 
left hand is introduced into the rectum to serve as a 
guide. After disinfection the index finger is intro- 
duced into the wound, while with the other hand the 
nterus is forced forward ; at the same time all adhe- 
sions at the posterior surface of the uterus are separ- 
ated with the left index finger. This is sometimes 
easy, but sometimes accomplished only with expendi- 
ture of considerable force and time 

The middle, aa well as the index finger, is now 
introduced through the opening and the adnexa 
examined, and if necessary, freed from adhesions. 
The same fingers of the other hand are then inserted, 
so that this procedure may be carried out on the 
opposite side. The peritoneal cavity is next irrigated 
with a three per cent, boric acid solution, the mucous 
membrane surrounding the wound freshened to the 
extent of one centimetre, and the opening closed with 
two to four silk or catgut sutures. 

Above the line of sutures a drain is introduced* 
consisting of two small tubes placed side by side and 
united at the upper end by a third perforating tube 
after the manner of a T. Behind this the sutures are 
tied. The vagina is washed out with a two per cent, 
carbolic acid solution and a tampon of iodoform 
gauze introduced. 

The drain is removed at the end of from five to ten 
days, if no bloody or serous discharge is present. If 
pus is discharged intra-peritoneal irrigation with a 
three per cent, boric acid solution is resorted to. 

This procedure is not attended with much hemor- 
rhage and has the advantage that if the adnexa are 
found to be diseased, they may be removed at the 
same operation. Aside from the seven cases reported 
by the author, Byford has performed this operation 
on twelve, and Stratz on fifteen. The results prove 
that this method is preferable to all others. 

Intra-ligamentous elytrotomy is indicated in the 
following conditions : 

1. Adhesions between the uterus and adnexa, or 
between the latter. 

2. For the treatment of movable or fixed retro- 
deviations of the uterus, as well as for the treatment 
of pathological antiflexions. 

3. In cases of retro-uterine accumulation of pus. 

4. In cases of pelvic peritonitis and general acute 
or sub-acute peritonitis, such as develops after child- 
birth or menstruation, or in consequence of gonor- 
rhoeal infection, or accompanies such affections as 
tuberculosis. 



5. As an exploratory incision, where the diagnosis is 
doubtful.— C«n^ra»/. /. Oyncaeologiey No. 29, 1892.— 
Centralbl /. gesam. Therapie, 



THE OPERATIVE TREATMENT OF EPILEPSY. 



By Dr. Hermann Kummel, Hamburg. 



The author distinguishes from a therapeutic stand- 
point between genuine epilepsy, reflex epilepsy, and 
the group of symptoms of traumatic epilepsy which 
usually appears in form of a cortical epilepsy. In 
cases of the latter kind, the antecedent injuries of the 
skull and the consecutive epileptic phenomena afford 
an indication of the seat of the disease. In the group 
of reflex epilepsy the cause of the disease is frequently 
a lesion of the peripheral nerves. In genuine epilepsy^ 
however, we have no means of localizing the lesion in 
the central organs. Notwithstanding our limited 
knowledge of the subject, operative procedures of the 
most diverse kind have been undertaken and recom- 
mended from time to time, and this is due to the 
facts that the disease has so hopeless a prognosis and 
that the temporary success of some operator has 
reawakened deceptive hopes of a permanent cure. 

It is well known that surgical procedures of the most 
varied kind performed for other purposes in cases of 
epilepsy, have sometimes caused an arrest of the 
epileptic attacks for a time, and even their complete 
cessation. The cases operated upon by the author 
were kept under observation, for the most part, for a 
period of years, so that it is possible to form positive 
criteria concerning the success and non-success of 
various surgical measures. 

Ligation of the vertebral arteries for the treatment 
of epilepsy was suggested by Hughlinss Jackson, and 
the first clinical contribution to this subject was 
made^iby an English surgeon, William Alexander, of 
Liverpool. He was followed by Baracz, of Lemberg, 
Sydney Jones, of London, Bemays, of St. Louis and 
others. Kummel performed ligation of the vertebral 
artery a number of years ago on two cases, being 
induced to resort to this procedure not only by the 
favorable reports of Alexander, but also by experi- 
mental investigations. On the ground of his experi- 
ments on animals he was led to believe that in genuine 
epilepsy the attacks resembled the phenomena pro- 
duced by irritation of the sympathetic, the stimulus 
originating from the cerebral cortex, and that by 
interrupting the paths of communication the sym- 
pathetic fibres would be cut off from their connection 
with the cerebral cortex. According to this view the 
essential feature of the operation ie^not the ligation of 
the vertebral nor the interruption of the blood stream, 
but rather the constriction of the fibres derived from 
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the upper sympathetic ganglion, which surround the 
artery. However, logical the author's theory may be, 
his practical results were disappointing, the operation 
affording only temporary relief. 

Trephining of the skull was undertaken by Kum- 
mel only in cases of genuine epilepsy, where a well- 
defined point of localized pain had been present for 
some time. By trephining of the painful portions of 
the skull it was found possible to effect a temporary 
arrest of the attacks^ to improve the general health 
and the mental condition. These results, however^ 
could not be reckoned upon and were inconstant. 
Complete recovery was never observed. 

On the ground of his clinical experience the author 
reaches the general conclusion that those cases of 
traumatic epilepsy in which diagnostic localization of 
the affected cerebral areas is possible, are accessible to 
successful operative treatment. The decision of the 
question as to whether operative measures are indi- 
cated in genuine epilepsy must be left to the future ? 
— Deutsche Medizinische Wochenachrift, No. 23^1892. 



A NEW METHOD OF BASIOAL (JURE OF HERNIA. 



Prof. Eocher has devised the following operation : 
The integument and superficial fascia are divided in 
the direction of Poupart's ligament and over the 
length of the inguinal canal. The other tissues are 
incised down to the canal, which, however, is not 
opened. At the anterior abdominal ring Cooper's 
fascia, which covers the spermatic cord (being the 
the continuation of the aponeurosis of the external 
oblique muscle), the crcmaster muscle and tunica 
vaginalis are cut. The hernial sac is separated by 
blunt means from the other structures of the cord and 
drawn forcibly downward. The left index finger is 
then passed into the inguinal canal, and at the upper 
angle of the wound, laterally from the situation of 
the posterior inguinal ring, a small opening is made 
in the aponeurosis of the external oblique muscle 
Through this opening a slender pair of dressing for- 
ceps is passed along the index finger (which is at the 
same time withdrawn) through the inguinal canal and 
out at the anterior inguinal ring. With the forceps 
the base of the hernial sac is grasped and drawn up 
through the inguinal canal and out at the narrow 
opening. The sac is new forcibly pulled sideways 
and firmly twisted ; but instead of being excised, is 
placed upon the outer surface of the external oblique 
aponeurosis in the direction of the inguinal canal, 
toward the anterior inguinal ring, and forcibly 
stretched. In this position it is secured above and below 
by deep sutures, which pass above the twisted sac 
through the oblique fibres of the aponeurosis of the ex- 
ternal oblique and the underlying muscular fibres of 



the internal oblique and transversalis, perforating the 
sac and beneath it Poupart's ligament. These sutures, 
five to seven in number, also close the pillars of the 
anterior abdominal ring, to which the lower end of 
the hernial sac is secured. If the sac is long and pro- 
jects beyond the anterior ring, a portion is excised. In 
this manner the author forms a resisting plug over the 
entire length of the inguinal canal, which is the most 
efficient safeguard against the pressure of the intes- 
tines. The peritoneum is also drawn sideways, 
stretched, and firmly pressed to the abdominal wall, 
and closed both by torsion and deep sutures. A similar 
procedure was employed by the author in crural 
hernia. The sac was completely freed from adhesions, 
twisted as firmly as possible and drawn through a 
small opening above Poupart's ligament, being utilized 
for occluding the crural canal by a suture includ- 
ing the pectineal fascia and Poupart's ligament. — 
Correspondent' Blattf. Schweiz Aerzte, Sept. 15,1892. 



BESEOnON OF THE TTBETHEA IN OASES OF TBATT- 

MATIO STEIOTTTBE— ABTIFiaiAL ITBETEBAL 

MEATUS- 



Dr. E. Vignard (Areh. provinc. de. chir,) reports 
two cases of traumatic urethral stricture in which 
Heurtaux successfully resorted to resection of the 
constricted part. In the first case the stricture was 
due to a fall upon the perineum. Five weeks after 
the injury Heurtaux resected a portion of the urethra 
one and one-half centimetres long, and united the two 
urethral ends directly by sutures. After introduction 
of a catheter into the urethra he closed the wound of 
the soft parts with etage sutures, without employment 
of drainage. A small fistulous opening resulted 
through which a few drops of urine escaped for a short 
time, but this soon closed spontaneously. Becovery 
ensued without further trouble, and five weeks later 
the urethra admitted a good-sized bougie. 

Vignard regards resection as the most available 
treatment for traumatic strictures, inasmuch as the 
lesion is usually sharply limited and other methods 
are either useless or followed only by temporary suc- 
cess. In cases of impermeable traumatic stricture 
he regards resection as the only rational procedure ; 
for non-dilatable strictures it is the operation by 
choice ; in those which admit with difficulty of dila- 
tation, it should at least be suggested to the patient. 

A review of the fifteen cases thus far operated upon 
by this method shows that the resected ends can 
usually be coapted without difficulty. In one case 
reported by von Wahl, a small triangular defect 
remained at the lower urethral wall after suture. 
Vignard considers it essential to unite the soft parts 
between urethra and integument accurately by sutures; 
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as a rule, drainage is not advisable, but occasionally a 
small drainage tube may be introduced. A retention 
catheter should be left in the urethra for the first six 
days. Subsequent dilatation is not necessary. This 
method has thus far given radical cures. If, however, 
marked urethritis or perineal suppuration develops 
after operation, repeated catheterism may be advisable 
as such a complication may give rise to a recurrence. 
Although gonorrhoeal strictures are not excluded 
from this treatment, resection is much less frequently 
indicated, and only then when the stricture is well 
localized. 

In a thesis Dr. P. Trekaki reports experiments made 
under direction of Le Dentu, with regard to implanta- 
tion of the ureter in the lateral or posterior wall of the 
abdomen. This operation has thus far been per- 
formed upon living persons only by French surgeons. 
Experiments on the cadaver for the purpose of deter- 
mining the feasibility of the operation were made in 
3 887 by Prof. Agnew, of Philadelphia, while Trekaki 
has made a number of experiments on animals. 

The author proposes formation of an artificial 
ureteral meatus as a substitute for nephrectomy in 
cases where in consequence of the existence of a renal 
or ureteral fistula or of an in j ury of thd^ ureter, removal 
of a healthy, normally functionating kidney is con- 
templated. He regards the kidney as an organ having 
so prominent a physiological function that its removal 
can be justified only where serious disease exists. 
Tlie removal of a healthy kidney should always be 
avoided. The operation suggested by the author is 
indicated in cases of obstruction of the ureter due to 
uterine cancer or fibroma, or cancer of the bladder, 
but above all in cases of injury of the ureter. It is 
contra-indicated, of course, in all cases where the 
kidney has undergone extensive pathological changes. 
Implantation of the ureter into the lateral or posterior 
abdominal wall and evacuation of urine at this place 
does not give rise to renal infection, as is demonstrated 
by two clinical observations in the practice of Le 
Dentu and G-ozzi and by the author's experiments on 
animals. In both diese cases after the artificial open- 
ing had performed its function well for a number of 
months, an opportunity was afforded of subjecting the 
kidney to a thorough histological examination. No 
deep changes of the renal tissues were found. — Cen- 
iralbl /. Chirurgie, No. 45, 1892. 



THE EASLT EXTIEPATION OF TUM0B8. 



In a paper read before the New York State Medical 
Association, at its recent meeting, Prof. J. W. S. 
Gouley presented the following conclusions on this 
subject : 

1. Malignant tumors exceed benign tumors in fre- 
quency. 



2. The malignant tumors comprise epitheliomuta, 
sarcomata and internal adenomata. 

3. Among the benign tumors myxomata and exter- 
nal adenomata often recur after excision, but do not 
infect the system. 

4. There is no solid benign tumor that may not 
become malignant. 

5. No means are known by which can be ascer- 
tained the precise time of the beginning of metamor- 
phic action in tumors. 

6. Most malignant tumors have a stage of be- 
nignity. 

7. Excision of potentially malignant tumors in the 
early epoch of their stage of benignity is likely to 
effect a permanent cure, or at least to prolong greatly 
the period of immunity from recurrence of the 



8. In the excision of malignant tumors the great- 
est care should be taken to remove as much of the 
ambient tissues, including fascisB and lymph glands, 
as is compatible with good judgment. 

9. General treatment of tumors has no value except 
as an adjuvant of a surgical operation, and is often 
indirectly injurious, leading the patient to expect a 
cure by persevering in the use of drugs, and thus 
allowing the disease to make rapid progress toward a 
fatal end. 

10. Local treatment of tumors, by means of eschar- 
otic plasters, pastes or powders, is the most fruitful 
in evil of all the devices for the torture of the afflicted. 
The plaster, paste or powder, causes the greater part 
of the tumor to slough, but there is enough left be- 
hind for the most rapid extension of the disease. The 
effect of the escharotic is, therefore, only to till a soil 
where new growths sprout like so many seeds cast 
upon rich loam. 

11. Compression is delusive in the case of tumors 
containing cysts, and is directly hurtful by exciting 
the rapid growth of most tumors. 

12. Expectancy, even in the case of benign tumors 
is as unwise as meddlesome medication. 

13. There should be no waste of time in endeavor- 
ing to make a precise diagnosis of a particular morbid 
growth, for after its excision the microscope reveals 
the nature of its constituent elements and assists in 
the establishment of the prognosis, which is the ques- 
tion of greatest importance to the sufferer. 

14. What is known of the great fatality of tumors 
of long standing, should induce surgeons to advise 
the complete removal of all accessible morbid growths 
as soon as detected, no matter how seemingly trivial 
or harmless, such as small glandular, fatty, fibrous, 
and vascular tumors, wens, warts, moles, etc. 

15. As soon after excision and as often as a tumor 
recurs it should be removed, so long as there is any 
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possibility of insuring cicatrizution of the wound, 
even by skin-grafting. 

16. Medicinal treatment after the excision of malig- 
nant tumors is of much value, even if it consists only 
in the administration of reconstituent medicines. — 
]f. r. Med. Journ., Nov. 26, 1892. 



EXTEA-UTEEIini PEEGNAHOT. 



In a paper read before the International Congress 
of GynaBCology and Obstetrics, Prof. Martin, of Ber- 
lin, presented the following conclusions : 

1. The etiology of extra-uterine is still very obscure. 
The different hypotheses are based only upon a study 
of isolated cases. The subject will not be placed in 
a clearer light until the physiology of impregnation is 
better known. 

2. The diagnosis is never positive except in cases 
where we are able to observe the growth of the foetal 
sac by external examination, or the intrauterine for- 
mation of the '^ caduca " without a distinct chorion. 

3. The outcome of cases of extra-uterine pregnancy 
is seldom a regressive metamorphosis (mummification 
or lithopsedion). In most cases the death of the ovum 
is preceded by a hemorrhage into the foetal sac or 
into the ovum itself. The blood may be evacuated 
into the abdominal cavity through the abdominal 
orifice of the tube (tubal abortion), or there may be a 
rupture in the continuity of the tube, into the abdomi- 
nal cavity or broad ligament. This form of hemor- 
rhage is infrequent. In the majority of cases death 
occurs from anaemia, or peritonitis the cause of which 
is still unknown. 

4. Extra-uterine pregnancy must be regarded as a 
dangerous neoplasm. The cases in which the foetus 
develops to maturity, are so rare that if we would 
save the life of the child the mother's life would have 
to be sacrificed. 

5. For this reason the aim of treatment should 
be to operate as early as possible in all forms of 
ectopic gestation. The treatment by morphine 
injections gives no real cures. The value of electricity 
cannot be estimated because no case free from criti- 
cism has been as yet reported. 

In the discussion of this paper Mr. Alban Doran, of 
London, stated that the original seat of foetal cysts 
was always the tube. He believed that there were no 
positive observations showing that the foetal sac can 
originate from the ovary or peritoneum. Dr. Rein 
believed in peritoneal gravity, of which he had seen 
two cases. He would not regard extra-uterine preg- 
nancy as a neoplasm, and thought we were not 



warranted in destroying the child in every case. If 
gestation has been prolonged over one-half of its dur- 
ation and the child is living, an expectant treatment 
may be adopted for a time.— Dew^. Mediz, Zeitung, 
Nov. 17, 1892. 



TBEATHEHT OF AHEITBISM ASD OF HJEMOBBHOIDS 
BY HTPODEEBfflO THJEOnON OF BLOOD-OLOT. 



By Q. K. Turnrr, M. D., Morristown, Tenn. 



I recently presented a paper on this subject before 
the East Tennessee Medical Society, but thinking the 
method shows great promise of usefulness, I send it 
to your journal for publication also. 

As there is no method possible for treating aneu- 
risms that does not involve either clotting of the 
blood in the aneurism, or obliteration of the artery, 
tliere can be no valid objection to clotting blood out- 
side of the artery, and then introducing it where re- 
quired, by a syringe and hypodermic needle. 

My plan is, after using aseptic precautions, to— 1st. 
Draw blood from the patient's arm, the arm of a 
friend, or, admissibly, from a beast or bird. 

2nd. Clot this blood, or allow it to clot spontane- 
ously. 

3rd, Strain off the serum. 

4th. Inject at the distal side of the aneurism. 

Before puncturing with the needle, deaden the skin 
with a 4 per cent, solution of cocaine, and fill the 
aneurism at one injection. It will be well to check 
the current in the artery before injecting, either by 
tourniquet or manual pressure. 

I propose the same clot injection for hamorrhoids in 
place of astringents or carbolic acid, which can do 
no more than originate a clot. Why not use a clot 
" at first hand r' 

Finally, I wish someone to apply the clot injection 
into the bleeding mouths of arteries, or probably 
better, by needle puncture of artery and hypodermic 
injection above the seat of injury. Should the method 
be tried on varicose veins, special care will be neces- 
sary, as here we have an increased danger from 
embolism. 

Of course aneurisms are, and may be, safely punc- 
tured, for this has been done for years when using 
electricity, and I have had no trouble in passing 
blood-clot through needles. 

I hope such surgeons as have an opportunity will 
put these ideas on trial and report results. — Virginia 
Medical Monthly, Nov. 1892. 



Digitized by 



Google 



346 



The Intebkational Joubnal of Subgeby. 



Surgical /T^emorapda, 



Bone Grafting. — In an excellent paper Dr. Mc- 
Graw reports two cases of bone-grafting, the first of 
which would seem to demonstrate that it will prove a 
most invaluable procedure in the treatment of ununi- 
ted fracture in young persons. We may hope that 
it will prove equally efficient in causing the rapid 
healing of bone cavities. It is evident that an im- 
portant point in securing success is to surround the 
bcme-gimttBiritii living tuBiui. The more thoroughly 
they are buried, the more intimately they come in 
contact with neighboring structures ; the more con- 
stantly they are kept bathed in nutritive fluids, the 
greater will be their chances of living, and exerting 
an active influence on the tissues in which they lie 
buried ; and, on the contrary, exposure to the air, 
deficient supply of nutritive fluid, and insufficient 
support must lessen their vitality and their capacity 
for adapting themselves to their new surroundings. — 
Internal Med, Magazine.. 



Suturing of Divided Tendons.— Dr. A. H. 

Meisenbach states that in order to obtain good results 
the following indications must be met: 

1. The utmost care in carrying out complete asep- 
tic and antiseptic measures. 

2. Enlarging the wound to such an extent that a 
free field for operation is obtained; extensive opening 
of a sheath, if necessary, to easily catch up retracted 
tendons. 

3. Care in suturing the corresponding cut ends with 
silk or catgut, preferably catgut. 

4. The ends of tendons, if ragged, may be resected, 
so as to get smooth edges. If not enabled on this 
account to approximate the ends, with a suture inter- 
vening, good results may still be expected. 

5. Careful suturing of the sheath with continuous 
catgut suture, leaving an opening for drainage at the 
site where tendons are sutured. 

6. Appropriate position on a splint, the parts being 
so placed as to relax the sutured tendons. — North 
Carolina Med. Journ. 



Treatment of Fractured Patella:— In a case 
reported by Dr. Berger, where the patella had been 
split into two fragments, and union had failed to oc- 
cur under a plaster dressing, the following operation 
was resorted to with success : 

The opposing surfaces of the fragments were 
freshened, and then a piece of silver wire was passed 
around the patella, by first passing it through the 
quadriceps extensor tendon at its insertion into the 



upper fragment, then along one side of the patella 
and through the upper part of the ligamentum patellae, 
when it was fixed to the lower fragment, and thence 
to the starting-point. The two fragments were thus 
approximated, and the two ends of the wire fixed 
together. The periosteum was sutured over the line 
of fracture, and the overlying soft tissues approxi-' 
mated with sutures. A plaster dressing was then 
applied. The results were very good, and the move- 
ments of the knee-joint were perfectly re-established. 
— The British Medical Jounud. 



Excision of a Rib for Empyema.— Dr. 6. W. 

Mclntyre reports a case of this operation which 
demonstrates the truthfulness of the following pro- 
positions : 

1. That many of the symptoms which are supposed 
to be characteristic of pneumonitis may occur in 
pleurisy. 

2. That whenever an effusion into the pleanl 
cavity is found to be purulent, it is worse than useless 
to temporize by delaying to make a free opening. 

3. That excision of a portion of a rib and opening 
the thoracic cavity is neither a difficult nor a very 
dangerous operation, even when the pleural sac is 
distended with fiuid. 

4. That owing to the form and position of the ribs 
it is very easy to cut them with the ordinary, straight 
bone forceps. 

5. That the opening should be made higher than 
the ninth rib. 

6. That one is very apt to meet with unexpected 
embarrassments in practicing surgery among the 
insane. 

7. That it is best to use antiseptic injections after 
opening the pleural cavity for empyema. 

8. That washing cavities out, first with a moder- 
ately strong solution of corrosive sublimate, and after- 
wards with pure water, may be a useful resource in 
cases of chronic suppuration. — Northwestern Lancet. 



Treatment of Cystitis.— Okeo-Blom reports a 
series of favorable results which he has obtained in 
cases of acute and chronic cystitis from intra- vesical 
injections of iodoform -ether-oil solutions, one part of 
iodoform to seven each of ether and oil. By means of 
Guyon's instillator, from one to six centigrammes of 
the solution were introduced into the bladder ; these 
instillations were repeated every second or third day. 
The pains and frequency of urination were generally 
relieved by the second instillation. The best results 
were obtained in acute gonorrhoeal vesical catarrh. — 
Anndl. des Malad, des Organ. OenitO'Urin.j August, 
1892. 
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Soft CvBiilms in Tracheotomy.— At a meeting 
of the Paris Surgiotl Society, Prof. Vemeuil reported 
the case of a woman wlio itm threatened with suffo- 
cation in consequence of an enonBont goitre. The 
trachea had been displaced in the directkm of the 
posterior border of the maxilla. Tracheotomy ww 
perfoimed, but owing to the curved position of the 
trachea, a soft canula had to be inserted and the 
patient was kept aliye by this means for a few days. 
This was twelve years ago. In October of this year 
Vemeuil employed the soft canula in the case of a 
man, aged forty, who suffered from an enormous 
sarcoma of the thyroid gland, because the ordinary 
canula failed to relieve the attacks of suffocation' 
He regards the soft canula as indicated in cases where 
the larynx and trachea are more or less displaced by 
a tumor. — Deut, Medizinal Zeitung, No. 92, 1892. 



Treatment of Gonorrhoea. — Dr. W. S. James, 
of Cleveland, 0., writes us that he has employed the 
following injection with excellent results in the treat- 
ment of a case of chronic gonorrhoea, where solutions 
of sulphate of zinc, nitrate of silver and bichloride of 
mercury proved inefficient, and that he has derived 
equal benefit from it in acute cases : 

Boradc Acid, liaa 

Tincture of Iodine, 3 ii 

Glycerine. J i 

Distilled Water q. s. ad § iv 

M. Sig. To be used as an injection morning and night. 

He would like other physicians to give this formula 

a trial. 



Treatment of Uterine-Fibromata.— Dr. Doyen 
describes the following operation for removal of the 
entire uterus by laparotomy in cases of subperitoneal 
fibroids or tumors of the broad ligaments adherent to 
the uterus: 

After incision of the abdominal wall the utenis 
is turned anteriorly upon the pubes. A bistouiy 
is then introduced deeply into the retro-uterine pouch 
and with a single sweep of the knife the posterior 
peritoneal cul-de-sac and peritoneal envelope of the 
fibroma are divided. A circular incision passing over 
the situation of the ovaries is then made, and 
the tumor is rapidly enucleated sub-peritoneally. 
Ligatures are next applied below the ovaries and the 
entire tumor freed from the vagina. The ligatures of 
both lateral pedicles and the remains of the peritoneal 
covering of the tumor are drawn downward into the 



vagina and fixed with forceps. The abdominal cavity 
is closed provisionally with clamps, a drain and iodo- 
form gauze are introduced, and then the pelvic peri- 
toneum maybe sutured and the abdomen closed. 



Extirpation i>ersiis Colotomy in Recta! 
Cancer. — Dr. G. B. Eelsey conolndeB : 

1. The operation of excision of cancer of the rectam 
has a very limited range of application. 

2. Eraske's incision> though enlarging the scope of 
the operation, has, on the whole, in no way improved 
the results. 

3. In colotomy we have a method of treatment 
almost free from risk and one that in any considerable 
number of cases will give a longer length of comfort- 
able life. 

4. Extirpation is more often indicated in non- 
malignant than in malignant stricture, but even here 
the advantages over colotomy are not sufiicient to 
justify the increased risk in grave cases requiring 
extensive operation. — N. Y, Medical Journal. 



The Electro-Magnet in Cases of Foreign 
Body in the Cornea. — Dr. Edward Jackson haa 
found the electro-magnet of little use in removing 
foreign bodies from the cornea, because they are so 
firmly wedged that its force is entirely insufiicient to 
dislodge them. There is, however, a special form of 
foreign body for whith he has resorted to the electro- 
magnet, namely grains of gunpowder, which have 
proven, when the attempt was made to extract them 
by the method of ordinary foreign bodies, to be so 
intimately associated with the adjoining corneal tis- 
sue as to render it impracticable to extract them in 
the ordinary way without too much laceration of tis- 
sue. — Maryland Med. Journ, 



Surgical Treatment of Otitis Media.— Dr. 
Jack {Boston Medic, and Surg. Journ.) states : 

1. The removal of the drum membrane and ossicles 
is attended with little annoyance to the patient, proof 
of which is sufiScient to warrant the performance of 
the operation as the only means of cure in many cases. 

2. The operation often produces marked improve- 
ment of the hearing. 

3. Satisfactory results may be expected toward the 
relief of tinnitus and vertigo. 

4. The results of the operation seem to be perma- 
nent. 



Digitized by 



Google 



348 



The International Journal op Surgery. 



/tptisepti^ /^emorapda. 



Pathology of Uraemia. — Dr. Emory Lanphear 
conclades as follows on this subject : 

1. Our belief in the character of ursBmia is under*-' 
going a radical change, and is not yet positiyely deter- 
mined. 

2. That neither urea nor uric acid can be regarded 
as the source of symptoms denominated ursemic. 

3. That many cases are due to demonstrable kidney 
lesions, in which cases the nervous phenomena are 
dependent upon one or more of several unrecognized 
toxalbumins^ two producing convulsions, one coma 
and one delirium. 

4. That some cases occur which cannot be differen- 
tiated from uraBmia, in which there is no interference 
with the excretory functions until after the nervous 
explosion ; which cases are dependent upon some^ as 
yet unknown^ central nervous disturbance. 

5. That many cases of so-called ursBmic coma are 
really instances of cerebral hemorrhage dependent 
upon the weakened arterial system so commonly 
found in chronic nephritis. 

6. Uraemia immediately following wounds of the 
urethra^ etc., is not due to the rapid absorption of 
toxic principles from the urine in contact with the 
abrasions ; but is either a nervous disease, or due to 
previous accumulation of the toxalbnmins in ihe 
hlood.-^ Denver Medic. Times, 



Asepsis and Antisepsis in the Lying-in- 
Chamber. — In a very instructive paper Dr. W. W. 
Potter lays down the following propositions concern- 
ing which he states there should be no dispute : 

1. Let us begin by making the patient as nearly 
clean as it is possible for soap and water to accom- 
plish. 

2. Let her, prior to the beginning of labor, have 
an immersion-bath daily for several days, and with 
the first manifestations of pains, let her abdomen and 
genitalia be rendered absolutely aseptic by the further 
application of germicides in solution, adequate to 
accomplish the desired end. 

3. Let her have a warm vaginal douche, rendered 
aseptic. 

4. Let the lower bowel be thoroughly evacuated by 
copious lavements of hot water prior to the vaginal 
bath. 

5. Let her bedding be made as pure and clean as 
careful laundrying can make it. 

6. Let her clothing be made equally clean in like 
manner. 

7. Let there be a number of clean bichloride nap- 
kins placed in readiness for use. 



If all of these injunctions are rigidly enforced, we 
have done much to lay the foundation for a physio- 
logical laboi. 

The physician and all the attendants must be ren- 
dered as scrupulous aseptic as the patient herself. 
The nurse must be especially trained in the habit of 
keeping her hands clean. After the first examination, 
which should be made as carefully and deliberately as 
possible, the physician should refrain from further 
examination unless absolutely required. — Medical 
News, 



Metastases of the Enteric Fever Bacillus. — 

Bosin and Hirschel {Deut, Med, Woch,) say, that in 
the various suppurating metastatic foci in enteric 
fever typhoid bacilli alone or mixed with the ordinary 
pyogenic organisms have been found. In the furun- 
cles and abscesses seen during convalescence from 
enteric fever the staphylococcus, and but rarely the 
streptococcus, has been found alone by one of the 
authors. A case of enteric fever is then reported in 
which there appeared about the twentieth day a swell- 
ing of the size of a five-mark piece near the tuberosity 
of the left tibia. There was also oedema of the left 
foot and leg. An incision was made into this swell- 
ing. No pus came out of it, but a piece of necrotic 
tissue was found in it. Cultivation experiments 
amply proved the micro-organisms present to be 
Eberth's bacillus alone. The authors could not 
absolutely exclude the periosteal origin of the swell- 
ing, but the infiltration was apparently in the muscle 
substance. The thrombosis of some important vein 
produced the cedema. Tlfe authors suggest that in 
the cases of suppuration, where typhoid bacilli have 
alone been found, other micro-organisms, being less 
resistent, may possibly have perished. It has, how- 
ever, been shown that injections of typhoid bacilli 
may produce an abscess, and it is possible that under 
certain conditions the micro-organisms may produce 
suppuration in the human subject. The above case 
shows that typhoid bacilli may cause an infiltration 
which does not break down into pus, and which 
gradually disappears. — British Medical Journal , 



Removal of Mother-Marks. — Mix one part 
of tartrate of antimony with four parts of emplas- 
trum and saponatum, and work into a paste. 
Apply the mixture over the mark to be removed 
to the depth of one line (one-twelfth inch) and 
cover with a slip of gummed paper or court- 
plaster. On the fourth or fifth day suppuration sets 
in, and in a few days later scarcely a sign of the mark 
can be seen. — Medic. Age, 
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